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With advancing study and experience it becomes 
evident that in many directions we must more or less 
recast our knowledge of syphilis. One of the canons 
of medical belief is summed up in the statement 
that ‘general syphilis always follows a chancre.’ 
Any one who has a large experience in venereal 
diseases, knows that this belief is well founded, and 
the following facts, which I purposely take from 
other observers versed in syphilology, confirm this 
belief: In 826 patients with general syphilis who 
were treated at the Hopital du Medi, the previous 
existence of a chancre in 815 wis established be- 
yond doubt; in 9 there was cogent reason to sus- 
pect it; and in the remaining 2 the disease was of 
hereditary origin. Of 267 cases of secondary syph- 
ilis observed by Fournier the same fact obtained in 
265. Of 198 cases of syphilitic erythema under the 
care of Bassereau either a chancre or unquestion- 
able traces of one were seen in 170; in 19 the pa- 
tients confessed to the fact, though no evidence of 
it was found on their persons; 4 acknowledged 
having gonorrhea, and 5 declared that they had no 
preceding symptoms. Thus, we find that in a total 
of 1,291 cases, general syphilis was undoubtedly 
preceded by a chancre in all except 22. These find- 
ings are in accord with my own statistics collated 
from hospital, dispensary and private practice ex- 
perience. In spite of this almost overwhelming evi- 
dence the remarks of our colleague, Dr. E. C. Bur- 
nett* are worthy of attentive thought. Burnett says, 
“that syphilis may follow any sort of a sore, is well 
known by those who see much of venereal practice, 
hut that there are sores which, while exhibiting 
every characteristic of the most typical Hunterian 


*“Tnduration of Venereal Sores not Always an Indication that 
Constitutional Syphilis will Follow,” Journal of Cutaneous and 
Genito-Urinary Diseases, September, 1889, pp. 325 et seq. 


chancre, are not followed by manifestations of con- 
stitutional syphilis, is not so well understood or, if 
known, the fact has not been sufficiently empha- 
sized by those whose duty it is to teach the general 
profession.” Burnett reports a very convincing case 
and give other corroborative evidence. 

This subject of the spontaneous abortion of syph- 
ilis in the primary state has occupied my mind for 
many years, and my opinions, which began in in- 
credulity, have graduaily changed, so that to-day I 
am thoroughly convinced that this rare and ill- 
understood condition sometimes occurs. 

The subject is so little known and understood 
that I think it is important to succinctly give all the 
facts thus far developed concerning it, together with 
the details of four confirmatory cases which have 
occurred under my own observation. I shall begin 
with personal recitals. 

Case I.—The patient, a girl, B. B., fourteen years 
old, was sent to me October 10, 1905, by Dr. A. L. 
Wolbarst, for confirmation of his diagnosis. When 
seen a few days before the girl presented an eroded 
nodule of the lower lip with a walnut-sized, slightly 
tender enlargement of the sublingual gland. Ac- 
cording to the patient’s story the enlargement of the 
gland was the first symptom she noticed and later 
on she saw the lesion of the lip. The case had first 
been seen by Dr. A. E. Isaacs, whose diagnosis was 
labial chancre. This diagnosis was confirmed by Dr. 
Wolbarst, but as a hospital physician had advised 
incision, Dr. Wolbarst sent the patient to me in 
order to either confirm or discredit his findings. 
I found a typical aphlegmasic nodule, with charac- 
teristic induration and a chancrously eroded surface, 
associated with a hard walnut-sized tumor of the 
sublingual gland. I at once unequivocally con- 
firmed the diagnosis of Drs. Isaacs and Wolbarst. 
In order to more thoroughly confirm the diagnosis 
I moistened several slides with the very scant viscid 
secretion and submitted them without comment to 
my assistant, Dr. A. Fanoni. In a few days I 
learned that the spirocheta pallida, in typical form, 
had been found in the secretion in considerable 
abundance. It therefore seemed clear to all our 
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minds that the case was a classical one of syphilitic 
infection of the lip. Dr. Wolbarst applied mercurial 
plaster to the gland swelling, but refrained from 
treating the chancre except in the matter of keeping 
it clean. He was particular not to order any consti- 
tutional treatment and planned to temporize until the 
development of systemic manifestations. He care- 
fully examined the girl once or twice a week and 
he had the aid of a very intelligent female assistant 
who stripped the child and examined her in a good 
light every day without fail. The chancre gradually 
subsided in about a month, at the end of which time 
the gland swelling also underwent involution. There 
has never been any eruption; the throat has not be- 
come sore; nor has there been any symptom what- 
ever except an occasional slight and very ephemeral 
muscular pain in the forearms. Since early in Oc- 
tober, 1905, this girl’s body has been rigidly in- 
spected every day, and once or twice a week by Dr. 
Wolbarst. I have examined her carefully every 
month, and sometimes oftener, and always with a 
negative result. In March, I incised the seat of the 
healed chancre, made thin smears of the blood and 
submitted them to Dr. Fanoni. After most thor- 
ough microscopic examination Dr. Fanoni confessed 
that he could not find the spirochzta pallida. In 
April, I took blood again from the site of the chan- 
cre, made very thin smears of it and submitted them 
to my friend, Dr. Ira Van Gieson, with the result 
that he found no spirocheta in them. At this writ- 
ing (July 10), no evidence of syphilitic infection 
has appeared, and it is safe to assume that as eight 
months have elapsed since the onset of the chancre 
no specific sequelz will be observed. 

We endeavored to learn whether any of the rela- 
tives, particularly the father and mother, had had 
syphilis, but we met with a prompt denial. We were 
unable to learn the source of the infection, so we 
incontinently had to class it under the head of syph- 
ilis insontium. 


Case II.—In May, 1889, a lady of good family, 
who never had hereditary or acquired syphilis, came 
to me with an encrusted chancre of the inner aspect 
of the right labium minus, which had existed two 
weeks. She had had coitus with but one man, whom 
T treated a short time before for an excoriated and 
weeping indurated nodule of the left coronal sulcus. 
He also had marked inguinal adenopathies. This 
man’s syphilis developed in classical form and he 
suffered with generalized papulo-pustular syphilides, 
mucous patches, rheumatoid pains and alopecia. 

In the woman’s case the history, the typical in- 
duration of the parts and the pronounced adeno- 
pathies clearly showed that she had received active 


syphilitic infection. Her chancre was treated on 
general antispetic lines and black wash was applied 
on absorbent cotton. 

The course of the genital lesion was uneventful; 
the chancre shed its necrotic crust, became ex- 
coriated, lost its saliency, and the induration gradu- 
ally disappeared; the adenopathies subsided while 
we were watching every few days for the appear- 
ance of systemic manifestations. The woman was 
highly intelligent, and waited patiently until I 
should decide to begin antisyphilitic treatment. She 
hoped within two years to marry, consequently 
was both docile and observant. To my surprise 
everything about the genitalia cleared off perfectly, 
and in less than three months from the supposed 
infection, no deviation in the patient’s health 
could be found. I examined the woman’s body 
regularly and thoroughly every week for six months 
and she ably aided in the critical scrutiny, but we 
never got the data which would warrant the institu- 
tion of systematic antisyphilitic treatment. This 
scrupulous and never-tiring inspection was kept up 
by me until May, 1890, long after I had convinced 
myself that the woman was beyond all harm as re- 
gards syphilis. For her own reasons she kept a 
close watch on herself for six months longer, and 
came at frequent intervals to report to me. She 
never developed the faintest sign or symptom of 
syphilis, so she convinced herself that her rugged 
health and careful hygiene had warded off syphilitic 
infection. She married, had two healthy children 
(whom I saw frequently), and is to-day the picture 
of vigorous health, weighing one hundred and sev- 
enty-five pounds. Her consort was an unhealthy 
man of bad habits, who succumbed to tuberculosis. 


Case III.—On September 29, 1888, a man, aged 
35, came to me with a small chancrous erosion 
just behind the sulcus and near the frenum. The 
chronology of the sore was very obscure, for the 
reason that the patient had had coitus with a num- 
ber of puellz publice within the previous four 
months. The lesion, though slight, was so typical 
that without unqualifiedly pronouncing it syphilitic, 
I informed its bearer that it was very suspicious, 
and urged that it should be carefully watched. Ab- 
solute cleanliness was enforced and black wash was 
applied. In three weeks the lesion developed char- 
acteristically. It presented marked induration, 
which was annular in character, and within the ring 
was the tell-tale membrane of cream and green 
color. The enlargement of the efferent lymphatics 
and veins was well marked and the ganglia formed 
a pleiad thoroughly significant of syphilis. No 
medication was used and the patient consented to 
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await developments before antisyphilitic measures 
were adopted. To my surprise the chancre began 
to wither; the crust fell off; the salience of the le- 
sion gradually became less; the induration sub- 
sided and softened, and the enlarged ganglia gradu- 
ally underwent involution. By January, 1889, the 
cnly visible sign of the former lesion was slight red- 
ness and scaliness of its site. The man was watched 
every five days for evidence of general syphilitic 
infection, but such never appeared. This inspec- 
tion, with no medicine, was kept up regularly until 
a year from the date of onset of the lesion, and then 
I was convinced that the syphilis in this man had 
aborted. I have seen him at intervals many times 
since, but he has never developed any syphilitic 
symptoms or manifestations. No syphilis, heredi- 
tary or acquired, was present in this case. 


Cas—e IV.—A man, 28 years old, had a single 
coitus November 10, 1892, with a woman who was 
found to have condylomata of the vulva. About 
December Ist, an erosion and hardening of both lips 
of the meatus were discovered, for which the man 
used lead water on absorbent cotton. On January 
2, 1893, this man came to me with typical indura- 
tion of the meatus which extended fully half an inch 
backward, with chancrous erosions and classical 
cream-green membrane in the cleft of the parts. 
The inguinal ganglia were enlarged, hard and pain- 
less. There was no doubt in my mind that the man 
had a true syphilitic sclerosis of the glans penis. 
Antisyphilitic measures were adopted and mercurial 
bougies were introduced into the meatus and 
urethra. My notes show that on March 2, 1893, 
some time after the period at which I predicted 
general manifestations would appear, a surprising 
change took place in the man’s case. The indura- 
tion had almost wholly subsided, the parts had 
greatly shrunk, and the erosions took on healthy 
action. No antisyphilitic medicine of any kind had 
been taken, and yet there were absolutely no signs 
ot systemic infection. This man was watched, and 
he watched himself, for more than a year, and he 
never developed the slightest symptom or appear- 
ance suggestive of syphilis. 

The case made a powerful impression on my 
mind, for it seemed so remarkable that such an ex- 
tcnsive and deeply-seated lesion should, without 
any general treatment, undergo such complete reso- 
lution. 


Barthélemy’s Case.*—In September, 1883, a man, 
25 years old, presented himself with a typical indu- 
tated chancre of the balano-preputial furrow. It 


*“Sur les Auto-Inoculation du Chancre syphilitique,”” Annales 
de Dermatologie et de Syphilographie, Vol. 5, 1885, p. 201. 


was not cauterized, but healed, leaving an indura- 
tion with inguinal adenopathies which lasted until 
January 19, 1884. No internal treatment was pre- 
scribed, and the patient was carefully watched for 
eighteen months. No evidence whatever of syph- 
ilis was discovered. 


Burnett’s Case—On January 3, 1888, Dr. W. 
presented himself with a sore in the sulcus coro- 
narius. He stated that he had intercourse on the 
16th of December, 1887, and first noticed the sore 
on the 26th, ten days later, and that it then was 
oniy a slight excoriation, but that it slowly in- 
creased in size up to the time he came to me. He 
had done nothing for it but keep it clean. The sore 
by this time was about the size of half a buckshot, 
with a slightly indurated base. There was a slight 
non-purulent discharge. The induration increased 
daily, until ten days later it had quite a hard but- 
ton for a base, and presented the typical charac- 
teristics of a Hunterian chancre. The glands in 
the left groin enlarged and hardened somewhat, 
and became slightly painful on pressure. I was 
certain that the patient had a specific chancre. The 
only treatment was the application to the sore of 
a solution of salicylic acid, gr. x, in glycerin 3j. 
Saw the patient regularly at intervals of two days. 
In three weeks from the time I first saw it the sore 
had healed. The induration gradually disappeared ; 
the swellings in the groin slowly subsided, until at 
the end of three months the glands were about nor- 
mal. No signs of general syphilis appeared, and the 
patient has remained perfectly free from symp- 
toms, though it is now sixteen months since time of 
infection.’ 

Bryson’s Case-—(Oral Communication to Bur- 
nett.) ‘A man had suspicious intercourse on Janu- 
ary 22, 1886. Four weeks later, a sore appeared 
just posterior to corona glandis, on left side. Typi- 
cal chancre, painless, indurated, oval; semilunar in- 
duration on the posterior border. Expectant treat- 
ment and inspection. Five weeks after its appear- 
ance the sore completely healed; nothing was left 
except slight induration on the site of the ulcer. 
No cvidence of general infection. On March 8, 
1886, the patient presented himself for inspection ; 
careful examination failed to discover any sign of 
syphilis. Saw him for the last time on the Ist of 
June, nearly five months after exposure. No symp- 
toms, and, though T have not heard from or of him 
since, I suppose him to be well, as he promised to 
report the appearance of anything suspicious.’ 

Kaposi's Case-——TIn April, 1871, a patient came 
to me with a sore on his prepuce fourteen days 
old, flat, slightly secreting, and scarcely the size 
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of a lentil, resting upon a typical circumscribed, 
cartilaginous, massy induration. The ‘patient was 
treated locally. The chancre cicatrized over, the 
induration remained, but no general syphilis 
showed itself. The patient presented himself at 
regular intervals until September. The induration 
had by this time disappeared. No sign of syphilis, 
consequently no treatment. 

At Christmas, 1871, the patient came again with 
three soft chancres on the inner lamella of the pre- 
puce, which increased in a few days to six or eight; 
two were in the sulcus coronarius, and two, follic- 
ular, upon the glans. Much suppuration. In the 
third week an auto-inoculated ulcer at the side of 
the frenum showed a moderate induration. While 
the chancres were not yet entirely cicatrized, about 
the middle of February, 1882, an abundant maculo- 
papular syphilid appeared on the trunk, and psori- 
asis palmaris. 


Dubois Havenith’s Case-——A man sixty years old 
had coitus in the first days of July. Toward August 
Ist an erosion appeared on the prepuce which soon 
became indurated and caused phimosis. The diag- 
nosis of infecting chancre of the prepuce was made. 
As the ganglia were not perceptibly affected, 
Havenith entertained the idea of circumcision as a 
means of aborting the syphilis. He sent the patient 
to Leloir, who confirmed the diagnosis and advised 
waiting until secondary manifestations appeared. 
Havenith has examined the man for a year every 
five days, and had seen no syphilitic manifestations. 
In the discussion of this case both Barthélemy* and 
Aubert stated that they had seen seemingly typical 
indurated chancres which were not followed by 
syphilis. 


Ehler’s Case.;—This case occurred in the service 
of Prof. Haslund in Copenhagen. The patient, a 
man, 23 years oid, entered the hospital for phimosis 
and ulcerative balano-posthitis. Under careful ob- 
servation it was observed that the parts became 
much indurated, and in the left groin typical ade- 
nopathies developed. The induration remained very 
persistently. The man was thoroughly examined at 
short intervals by several physicians for two years, 
and no evidence of syphilis was found. 

Here, then, are ten cases reported by seven 
observers which go to show that in ten individuals 
primary syphilitic lesions, carefully observed and 
for long periods attentively watched, were not fol- 
lowed by general manifestations of syphilitic infec- 


“Comptes Rendus du Congrés international de Dermatologie et 
de Syphilographie, tenue 4 Paris en 1889, Paris, 1890, pp. 474 et seq. 

+“Cas due Chancre induré non suivi d’accidents secondaires.” 
Bulletin de la Société Francaise de Dermatologie et de Syphilo- 
graphie, 1890, pp. 265 et seq. 


tion. The cases speak for themselves and need no 
further elaboration, but their peculiarity is very 
striking. It would be very interesting if we could 
explain in a scientific manner, why the virus in 
these cases became inert in the primary stage, why 
the infecting lesions went on to full maturity and 
then failed to invade the general system. Unfor- 
tunately we are forced to resort to hypotheses, and 
I am always chary of them. 

‘In speaking of his case Burnett says: “I can see 
nothing irrational in the premise that these sores 
were typical chancres, and that, through some influ- 
ence modifying the virus, the disease was checked 
in the primary stage; and I therefore conclude 
that induration of venereal sores, though they be of 
specific origin, is not always an indication that 
constitutional syphilis will follow.” 

Barthélemy thinks that the disease aborts owing 
to influences which we do not understand, due to 
conditions of the organism or to a modification of 
the virus itself. 

Besnier, in discussing Barthélemy’s case, ex- 
pressed the opinion that some individuals, though 
inoculated with syphilis, do not become syphilitic, 
and he offers the following hypothesis: “When we 
consider the extraordinary immunity to syphilis pre- 
sented by the entire animal kingdom (anthropoid 
apes excepted), it occurs to us that some individuals, 
like animals, have in their physical condition, in an 
elementary condition of their solids and their fluids, 
something which is antagonistic to the germination 
of the syphilitic virus. The occurrence of such 
cases as these suggests the possibility that some of 
the reported successful cases of chancre-excision 
were really instances in which syphilis aborted in its 
first stage. Then, again, the thought is suggested 
to the mind that if syphilis may really abort in its 
primary stage—in other words, if the patient’s tis- 
sties are immune to its influence—have we not here 
another reason why it is well to withhold mercurial 
treatment until the general manifestations teach us 
that we have a case of syphilis on our hands?” 


In the consideration of the foregoing cases, Ehr- 
lich’s “side-chain” hypothesis of immunity comes 
forcibly to our minds, and is worthy of brief incor- 
poration in this essay. He says, “When the living 
body is invaded by a certain toxic complex organic 
material, not always of microbic origin, the body 
adapts itself to the new conditions by the elaboration 
of substances which protect it from the action of 
that poison. Each new protective substance is ef- 
fective against the particular poison which induced 
its formation. Not only this, but if the blood serum 
containing these new protective substances be trans- 
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ferred to another individual, they protect him also— 
passive immunity—against the special poison which 
called them forth in the body of the first.” 

In the study of all cases, such as have been de- 
scribed, we must always acquaint ourselves as far as 
possible, with the patient’s history and with that of 
his immediate progenitors. 

In all cases before a diagnosis of syphilitic 
chancre is made, it is necessary to thoroughly elim- 
inate chancroids in all stages, persistent herpetic 
vesicles, traumatic lesions, such as irritated fissure, 
abrasions and bruises, and simple hyperplastic in- 
filtration around Tyson’s glands, the cysterne 
irenuli and sebaceous glands. 

One of the moot points in syphilology is the ques- 
tion as to whether acquired syphilis, late or 
ancient, and presumably cured, confers an im- 
munity, great or small, to its direct inheri- 
tants. There seems to be a latent convic- 
tion in the minds of many observers that the 
syphilis of a parent does in some occult and inde- 
scribable way, lead to an attenuated or mild course 
of the acquired disease in his or her immediate de- 
scendants. In this way we try to account in a meas- 
ure for the less severe course (as a rule), of the 
infection to-day as compared with that of, say, fifty 
vears ago. Parenthetically, it may be remarked that 
improved therapeutics and more intelligent hygiene 
have had a deep influence on this auspicious result. 

As to whether the chancre of a subject whose 
father or mother in early days had syphilis, and had 
been cured, is in any respect attenuated or modified, 
we have no scientific facts at our disposal for opin- 
ion. In a goodly number of cases I have seen 
chancres in men and women whose parents had 
years before been afflicted with and been cured of 
syphilis, and in whom the initial lesions presented 
no appreciable deviation from those of early syph- 
ilitics whose infection was developed in a virgin 
soil. None of the personal cases included in this 
essay belong to the category of aborted infections 
in subjects whose fathers or mothers suffered in 
early years with syphilis. Nor were any of them the 
immediate descendants of persons hereditarily syph- 
ilitic, 

An antecedent acquired syphilis may be followed 
by tertiary chancriform relapsing lesions which may 
mislead the observer into thinking that he is treat- 
ing a case of primary infection. 

Though hereditary syphilis usually confers on its 
bearer an immunity against the acquired infection, 
in some cases the hereditary disease wanes, by rea- 
son of age and treatment, and then immunity is lost 
and acquired infection may occur. 


It is well known that in some cases the evolution 
ot early syphilis occurs in such a subacute or masked 
form that it for various reasons escapes observation, 
and that the tangible evidence of the infection is 
only revealed at later periods by the development 
of delayed and usually severe orders of lesions. This 
objection cannot be urged in any of my personal 
cases. 

lt is most important in the study of all cases of 
chancre to determine, if possible, whether the pa- 
tient had previously acquired infection, or whether 
the disease had begun in a subject who in early life 
had the hereditary diathesis. 

Therefore, taking all the facts herein adduced into 
consideration, I think that the question prefixed 
as an introduction to this essay, namely, Does syph- 
ilig in some very exceptional cases spontaneously 
abort in the primary stage? should be answered in 
the affirmative. 

142 West 48TH St. 


SUBCUTANEOUS RUPTURE OF ABDOM- 
INAL VISCERA, WITH ESPECIAL REFER- 
ENCE TO THE INTESTINE AND KID- 
NEY. 

By ExttswortH E tor, Jr., M.D., 

Surgeon to the Presbyterian and Gouverneur Hospitals, 
NEW YORK. 


(Concluded from the October number.) 

Rupture of the solid viscera is inevitably asso- 
ciated with hemorrhage. In the case of the liver 
and spleen the blood escapes into the peritoneal cav- 
ity, but in the case of the kidney the blood usually 
becomes extravasated into the interstices of the 
retroperitoneal tissue and finds its way into the 
general cavity only with simultaneous tear of the 
overlying peritoneum, a condition which, though 
infrequent, more commonly occurs in children than 
in adults. 

The extent and number of tears vary according to 
the nature of the trauma. Those tears which result 
from violence concentrated against a relatively small 
area are less extensive than those which occur in 
connection with “run-over” accidents. In this latter 
group of cases death occurs so quickly, usually from 
shock and hemorrhage combined, that there is very 
little time for the observation of the local symptoms. 
In those cases of intraperitoneal rupture, however, 
irrespective of the viscus involved, in which the dam- 
age is less extensive, besides the symptoms of in- 
ternal hemorrhage, the physical signs of fluid in the 
adjacent part of the peritoneal cavity may be elicited. 
These, however, are so irregular, especially those 
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which refer to the influence of the patient’s position 
upon the character and location of the corresponding 
percussion note, that their absence or irregularity is 
in no sense an indication that no fluid or blood has 
escaped into the peritoneal cavity. In fact, a con- 
siderable amount of blood may be distributed be- 
tween the different coils of intestine in such a way 
as to effect no change in the overlying percussion 
note. Of value equal to, if not greater than the 
“shifting dulness” is the muscular rigidity which 
gradually increases not only in intensity but also 
in the extent of muscle involved, as the extravasated 
blood escapes to more distant parts of the abdomen. 

On the other hand, in extraperitoneal rupture of 
the kidney, the clinical features differ materially 
from the clinical features observed in intraperitoneal 
rupture of this organ, as well as in rupture of the 
liver and spleen, in that the hemorrhage, although 
exceptionally excessive and fatai, is usually checked 
spontaneously by the coagulation of the blood in the 
reticulated network of retroperitoneal tissue. As in 
the rarer intraperitoneal variety, the almost constant 
presence of hematuria points to the location of the 
rupture. 

According to the extent of the tear, the symptoms 
of extraperitoneal rupture of the kidney may be 
conveniently grouped as (a) those of a variable 
amount of hemorrhage; (b) those of a variable 
degree of shock; (c) the development of a more or 
less well-defined tumor in the ileo-costal space, of 
which the surface is smooth, the consistency elastic, 
and the percussion note over which is dull. This 
tumor may rapidly extend, prior to the cessation of 
hemorrhage, down to the iliac fossa and over 
toward the median line, with corresponding rigidity 
of the adjacent costal arch and overlying abdominal 
muscles; (d) hematuria. 

In ordinary cases, the symptoms gradually subside 
and the tumor disappears without surgical interven- 
tion, but on the other hand, not infrequently an 
alarming hemorrhage may continue or later on, when 
the hemorrhage has spontaneously ceased, septic 
symptoms, due to the disintegration of the accumu- 
lated blood clot and urine, may threaten the patient’s 
life. It is, therefore, of interest to note the special 
indications for surgical intervention and the length 
of time elapsed after the accident at which such 
intervention was practised, as mentioned in the 
various cases which have been recently published. 

Davis? mentions a case in which a progressive in- 
crease in the temperature to 104.5° and a “generally 
bad condition of the patient” led to a nephrectomy on 
the fourth day, with recovery. The same writer 
mentions a.case by Nash, of a boy in which a rapid 


pulse, a temperature of 101.5°, and a bad condition, 
led to operation on the sixth day. The kidney was 
detached in the clot. The patient recovered. An- 
other case is mentioned by Davis, a girl, in whom no 
symptoms appeared until the morning following the 
accident, when the evidences of internal hemorrhage 
developed. Nephrectomy was practised, but the 
patient died from shock. The last case mentioned 
by this author occurred in a man in whom rupture 
of the kidney followed a fall. The course was un- 
eventful until the eighth day, when there was a rise 
in temperature, and on the ninth day anuria and 
edema appeared, the condition of the patient rapidly 
growing worse. Operation on the tenth day re- 
vealed a broad tear at the junction of the upper and 
middle thirds. The wound was irrigated and packed 
and it healed completely in seven weeks. Davis 
recommends exploration in every case, certainly a 
rather radical procedure, considering the large num- 
ber of recoveries without operation. 

Link (W. M. W., V. 48, p. 481), reports the case 
of a man who steadily improved for twenty days, 
then septic pleurisy developed on the right side. 
Operation on the fortieth day opened a large abscess 
cavity in which the kidney, completely torn across, 
was found. The patient recovered. 

Dodge? reports a case, operated upon by Bolton, 
of a boy of 10, in whom, during the first twenty-four 
hours, the pulse increased from 104 to 120, with 
increasing general weakness. Recovery followed a 
lumbar nephrectomy, the retroperitoneal hematoma 
having previously been located by abdominal in- 
cision. 

Clemmy* reports a case in which operation was 
indicated on the ninth day, by a rising temperature 
and by the presence of persisting grinding pain. A 
rupture half way through the kidney was found and 
the “smart” bleeding controlled by packing. Re- 
covery. 

Briddon* reports three cases as follows: In the 
first the operation was indicated on the day following 
the accident by an increase in the local symptoms 
and a rise of the temperature to 1o1°; an irregular 
rent was found in the posterior surface of the kidney 
and recovery followed incision and tampon. In the 
second, operation was indicated two weeks after the 
accident because of pain, tenderness and resistance, 
and, on incision, a deep transverse rent, one and one- 
half inches long, was discovered on the posterior sur- 
face of the organ. In the third, operation was per- 
formed on the twenty-third day, because of high 
temperature, offensive urine and fluctuation in the 
right ileo-costal space. Here the kidney appeared in 
the wall of a septic cavity extending from the liver 
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above to the iliac fossa below. All three patients re- 
covered, 

DeQuervain® reports a case in a boy of run-over, 
in which operation was performed because of in- 
creasing pulse and distension on the day after the 
accident. An intraperitoneal rupture of the right kid- 
ney was found and the bleeding checked by a tam- 
pon introduced through an abdominal incision, 

An interesting case appears in the St. Thomas 
Hospital Report of 1899. A boy of 12 was run over. 
Seven hours afterward, the pulse had increased from 
100 to 140 and shifting dulness had appeared. Oper- 
ation (abdominal incision), was performed at the 
eleventh hour, and two vessels in the lieno-renal 
ligament were tied. At the same time much blood 
was observed behind the peritoneal cavity. Death 
occurred five hours later and autopsy showed a com- 
plete intraperitoneal tear through the left kidney 
and ureter. 

Another case is reported in the same place, of a 
male three and three-quarter years old, also run 
over, in whom the pulse rose to 160 and dulness ap- 
peared in the flank one and one-half hours after the 
accident. Immediate abdominal nephrectomy was 
done, but death occurred on the second day from 
peritonitis (a prolapse of the intestine having oc- 
curred through the abdominal incision into the 
dressing). 

Pendyl® reports a man of 45 on whom operation 
was done on the twenty-fifth day, because of re- 
peated attacks of retention from blood clot in the 
bladder. There had also been no change in the 
tumor in the right flank. On operation, a brown 
colored fluid, without pus, was found in the retro- 
peritoneal space, the kidney being torn and ad- 
herent to the overlying peritoneum. Recovery fol- 
lowed nephrectomy. 

Tuffier’ reports a man of 18, who, during evident 
convalescence, 41 days after the accident, experi- 
enced sudden pain in the left side on raising himself 
from bed. There was immediate vomiting, and 
dulness over a sense of fulness in the left flank. 
There was also a decrease in the amount of urine. 
Operation was performed ten days later, because of 
inability to eat or sleep, and because of anemia. A 
tupture of the upper part of the left kidney was 
found which was still bleeding. The hemorrhage was 
controlled by suture and clamp. Recovery. 

Trowbridge® reports a case of lumbar nephrec- 
tomy in which operation was indicated by increasing 
weakness of the pulse. Recovery. 

Although the indication for operation is clearly 
defined by the development of one or more of the 
symptoms that have just been enumerated, yet that it 


does not follow that recovery will not ensue with 
conservative treatment even when these same seri- 
ous symptoms are present, is well demonstrated by 
the following interesting cases : 

O’Brien reports a man, aged 22, who was struck 
over the kidney region by an edged implement. On 
the following day there was moderate lumbar pain 
and bloody urine, together with nausea, hiccough 
and a subnormal pulse and temperature. On the 
third day the temperature rose to 105.5°, the pulse 
to 160, and the respiration to 50. There was violent 
and persistent hiccough and a large swelling ap- 
peared in the dorso-lumbar region. There was in- 
creasing and extensive abdominal distension. On 
the fourth day there was no material change in 
either the local or constitutional symptoms. He in- 
sisted on being removed home on a train a distance 
of 85 miles. Subsequent note: “The urine became 
loaded with pus and detritus and a typhoid condition 
lasting some weeks developed, but was followed by 
complete recovery without operation.” 

Barlow® reports a case of rupture of the kidney 
in which the temperature rose to 40.8° C. on the 
third day, while on the fourth day there were in- 
fications of renewed hemorrhage. This was con- 
trolled by five grain doses of chlorid of calcium, 
and recovery ensued without operation. 

Probably of all recognized indications for opera- 
tion in extraperitoneal rupture of the kidney, the 
presence of a tumor is the one which has provoked 
the greatest discussion?. Many cases of this kind, 
besides those reported itt this paper, have been cited, 
in which under conservative treatment, complete 
resolution has taken place. Probably at the present 
time this condition alone is considered by most 
observers an indicatig@n for operation only when 
associated with locaf*and constitutional manifesta- 
tions of sepsis. 

Cases of isolated intraperitoneal rupture of the 
kidney are very uncommon. Usually the violence 
that has caused such extensive injury of the kidney 
has also damaged an adjacent viscus, more particu- 
larly the liver or spleen. The symptoms of rupture 
of the kidney have already been discussed, and at- 
tention has been directed to the fact that they differ 
from intraperitoneal rupture of any other solid vis- 
cus only in the presence of hematuria. And yet, this 
focal symptom may fail, not only in the intraperi- 
toneal, but in the extraperitoneal variety as well. 
Of 20 cases collected by the writer of rupture of the 
kidney, irrespective of the variety, this symptom 
was present in all but three. In two of these, re- 
ported by Bland-Sutton*, this symptom was absent 
throughout. In one, death occurred in 16 hours 
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after a run-over accident and autopsy showed a 
rupture of the entire pedicle of the left kidney, with 
the exception of the ureter. In the other, reported 
by Davis,‘ an operation was performed on the 
twelfth day for a distinct tumor in the left loin, 
which appeared after a blow by a rounded: instru- 
ment over the kidney region. The tumor consisted 
of blood and urine, but no rent was found in the 
kidney proper. In the third case, hematuria was 
postponed until the second day after the accident. 

Owing to the rarity of intraperitoneal rupture of 
the kidney, the following brief abstracts may be of 
interest, although, in the first case, there was a small 
rupture of the liver as well. 


Case 1. Reported by Heatton (British Medical 
Journal, 1900, 2, p. 1108). Boy, 11. Fell from 
height of six or eight feet in a gymnasium, striking 
side against parallel bars. Immediate vomiting, 
shock and hematuria, with pain in the right side of 
abdomen. On examination, there was general ab- 
dominal rigidity and the abdomen was everywhere 
dull, except around the umbilicus. Pulse was 95 and 
small, temperature 96°, and the patient’s condition 
was that of acute anemia. On operation (same 
day), the peritoneal cavity was found filled with 
blood. There was an intraperitoneal rupture of the 
kidney and a large rent in the lower surface of the 
right lobe of the liver. The kidney was removed, 
the rent was tamponed and the patient made an 
excellent recovery. 


CasE 2. Reported by Campbell.* Man. Fel! 
eight feet, striking left loin. Eight hours after the 
accident the general condition was bad. There was 
sharp pain in the left hypochondrium, with a little 
distension. There was vesical retention due to clots 
of blood. On operation, two days later, two and 
one-half liters of blood were found in the peritoneal 
cavity. The left kidney was divided into four frag- 
ments which were removed by the lumbar route. 


Reported by DeQuervain.’? Boy; 8. 
Run over. There was immediate nematuria, which 
diminished on the following day. At that time 
vomiting first appeared and the patient was conse- 
quently brought to the hospital with a pulse of from 
100 to I10, and a temperature of 37° C. Examina- 
tion showed moderate distension with no manifest 
dulness. There was slight tenderness. On the 
afternoon of the same day, the pulse rose to 120, 
the temperature to 38.7° C. There were renewed 
vomiting and increasing distension. On abdominal 
exploration an intraperitoneal rent in the right kid- 
ney was found. This was still bleeding, but the 
hemorrhage was controlled by an intraabdominal 
tampon of iodoformized gauze. Recovery. 


Case 4. (St. Thomas’ Hospital Report, 1899.) 
Male; 12. Run over. On examination, there was 
rigidity and tenderness in the left side of the abdo- 
men, but no perceptible dulness. The pulse was 100, 
and the patient was said to be in a condition of “col- 


CASE 3. 


lapse.” Soon after admission vomiting appeared, 
and seven hours after the accident the pulse had 
risen to 150 and shifting dulness had appeared in 
the loin. On abdominal operation, eleven hours 
after the accident, two vessels in the lieno-renal 
ligament were ligated, and much blood was evacu- 
ated from the general cavity. The patient died five 
hours later and autopsy showed a complete tear of 
the left kidney. 

Although recovery undoubtedly takes place in 
many cases of extraperitoneal rupture of the kidney 
without operative interference, yet the advisability 
of such a procedure in every case of intraperitoneal 
rupture as soon as the diagnosis of internal hemor- 
rhage has been made, cannot be denied; for, in this 
group of cases not only is the hemorrhage more 
likely to be excessive owing to the escape of blood 
into a preformed space, but the frequent admixture 
of urine leads more certainly to the development of 
a septic peritonitis. The object of the operation, 
therefore, is two-fold: first, to check the hemorrhage, 
and secondly, to remove all clotted blood and urine 
from the general peritoneal cavity. This can best be 
accomplished through the transperitoneal route and 
in the early stage of the operation the loss of blood 
can be.temporarily checked, prior to the ligation of 
the bleeding vessels or of the kidney pedicle, by digi- 
tal compression of the abdominal aorta both above 
and below the origin of the renal arteries. 

In those cases of extraperitoneal rupture in which 
an operation is indicated, the lumbar route is pre- 
ferable as it precludes the soiling of the general 
cavity through the partially decomposed blood clot 
and urine. It is interesting in this connection to 
note the different means employed in checking the 
hemorrhage. In the majority of cases, a lumbar 
nephrectomy is done after the diagnosis and the 
condition of the opposite kidney have been deter- 
mined through an abdominal incision. In other 
cases, however, the bleeding is controlled either by 
tampon, by suture of the kidney rent proper, or by 
ligation of the individual bleeding vessels. Neph- 
rectomy is the most reliable method, however, as all 
others predispose to the development of secondary 
hemorrhage. Nephrectomy also is the only method 
of dealing with those cases in which the pelvis or 
ureter is torn across. 


Although secondary operations are usually per- 
formed with the object of relieving the pent-up 
blood and urine and of draining the resultant ab- 
scess, yet it must not be forgotten that even in those 
cases that survive the dangers of primary hemor- 
rhage and of secondary sepsis under conservative 
treatment, extensive damage to the pelvis or ureter 
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may bring about some form of actual or spurious 
hydronephrosis from permanent obstruction to the 
outflow of urine, a condition that can be relieved 
only by some appropriate operation. 

During the past ten years, the writer has had an 
opportunity of observing twelve cases of subcutane- 
ous rupture of the kidney. In seven of these cases 
there was not sufficient extravasation of blood in the 
retroperitoneal tissues to make a perceptible tumor, 
and the diagnosis was made by the appearance of 
blood in the urine, and by the persistence of rigidity 
and tenderness over the affected kidney for a num- 
ber of days after the accident. In all of the remain- 
ing cases a well-defined tumor of variable size ap- 
peared in the corresponding ilea-costal space, be- 
coming more and more sharply outlined as the over- 
lying rigidity disappeared. After remaining sta- 
tionary for a week or ten days, the tumor gradually 
decreased in size, until at the end of from five to six 
weeks it had very nearly disappeared. In no in- 
stance was operation necessary. 

The history of three of these cases follow: 


CasE A. Male; 19. The patient fell from a 
bicycle striking on the side. In the course of half 
an hour severe pain appeared in the left flank, shoot- 
ing down to the left testis and to the inner side 
of the left thigh. There was no vomiting. The 
urine passed for the first time an hour after the acci- 
dent, contained a considerable quantity of blood. 
On examination, there was slight rigidity in the 
upper part of the left quadrant, with tenderness over 
the region of the left kidney, extending down along 
the course of the left ureter to the brim of the pel- 
vis. The tenderness, most marked over the tip of 
the twelfth rib posteriorly, made satisfactory pal- 
pation difficult. Two days after, with the subsidence 
of the local rigidity and tenderness, a distinct tumor 
could be felt occupying the entire left ileo-costal 
space. 

On admission to the Presbyterian Hospital, the 
temperature was 101°, gradually falling within three 
days, to 98°. The pulse was at no time higher than 
84. Blood persisted in the urine, gradually de- 
creasing until only in microscopical quantities, for 
about four weeks, when a little albumen only re- 
mained. The tumor steadily decreased in size and 
at the time of discharge, five weeks after the acci- 
dent, had practically disappeared. 


Cas—E B. Male; 26. The patient fell from the 
second story, striking on the head and right side. 
He* was unconscious for a short time, but subse- 
quently walked home and did not vomit. Local pain 
and tenderness rapidly appeared in the right flank, 
and the patient felt dizzy and weak. The first urine 
passed a short time after the accident contained a 
considerable quantity of blood. 

On examination, the right half of the abdomen 
was very tender and rigid, the point of maximum 
tenderness being along the edge of the quadratus in 


the flank. The respiratory movements are limited. 
With the partial subsidence of the rigidity a well- 
defined tumor could be felt in the ileo-costal space, 
extending as far down as the iliac fossa and across 
to the median line. The tumor, as in the preceding 
case, was smooth, tender and elastic and gave a dull 
percussion note. At the beginning, the temperature 
rose steadily, until at the end of the third day it had 
reached 103.3°. From that time it gradually fell to 
normal on the eighth day. The pulse was never 
higher than 98. During the first twenty-four hours, 
the leucocytes increased from 9,000 to 15,000, but 
thereafter their number gradually decreased. The 
progress of the case did not differ materially from 
that of case A, the patient leaving the hospital dur- 
ing the fifth week. 


CasE C. Male; 35. The patient was struck in 
the right flank by a block of wood. He was uncon- 
scious for about ten minutes, but did not vomit. 
He was brought to the hospital, complaining of se- 
vere pain in the right flank, and with the history of 
having passed, per urethrum, almost completely 
clear blood, shortly after the accident. 

Examination: There was diminished abdominal 
respiratory movement. Extreme rigidity over the 
right ileo-costal space. Considerable rigidity of the 
lower part of the costal arch. Well-marked tender- 
ness both in front and behind in the corresponding 
part of the abdomen. On the following day the 
rigidity had decreased to such an extent as to per- 
mit the palpation of a smooth, elastic tumor occupy- 
ing the entire ileo-costal space, and yielding a dull 
note on percussion. During the first twenty-four 
hours after the accident the patient had several at- 
tacks of vomiting. 

The temperature during the first three or four 
days varied between 100° and 102°, decreasing 
afterward very gradually to normal. The pulse 
reached its highest point, 120, shortly after admis- 
sion to the hospital. It gradually decreased to nor- 
mal on the tenth day. The leucocytosis reached 
15,000 on the day of the accident, but by the end of 
the week had decreased to 10,000. 

At the end of the first week, the tumor began to 
decrease in size, and by the fourth week only a very 
small mass could be felt. The hematuria ceased on 
the sixteenth day. 
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GONORRHEAL ARTHRITIS IN CHILDREN. 
By Vircit P. Graney, M. D., 


Surgeon to the Hospital for the Ruptured and Crippled, 
etc., 
NEW YORK. 


Knowing as I do the aims of this Society, it has 
occurred to me that a learned dissertation based 
upon pathological findings and minute clinical data 
is not expected. I have not taken the time to look 
through the history sheets of the hospital with 
which I am connected, but have made a hurried 
study of a few papers published during the last 
decade. This study enables me to tell you that 
from one paper published by W. P. Northrup in 
1896 (Presbyterian Hospital Reports) can be 
gleaned 252 cases of joint disease dependent upon 
the gonococcus of Neisser. Seventeen occurred in 
patients whose ages ran from ten to twenty. This 
record was gathered from six general hospitals all 
of which had a children’s service. 

L. Emmett Holt, in 1905, read a paper before 
the N. Y. Academy of Medicine on “Gonococcus 
Infections in Children, with Especial Reference to 
their Prevalence in Institutions, and Means of 
Prevention.” He found in one institution, The 
Babies’ Hospital, twenty-six cases of arthritis, 
single and multiple, dependent upon this diplococ- 
cus, in a period of eleven years. 

R. B. Kimball published a detailed history of 
eight of these cases included in Holt's table in the 
Medical Record, November 14, 1903, and every one 
of these eight innocents suffered from pyemic joint 


disease, six terminating fatally from the disease, . 


and the two remaining dying several weeks later of 
marasmus, after the subsidence of the joint disease. 

These papers of Kimball and Holt furnish data 
that the Society might well employ in the crusade 
it is making against this social evil that invades all 
classes of society. These children who suffer by 
reason of parental vices, come from the tenement 
class, but we as physicians know that the evil in- 
vades the higher walks of life. Kimball, in his 
paper, says, “One of the worst cases of gonorrhea 
I ever saw was in a child eight years of age, and 
was acquired in a fashionable school in this city.” 

A few years ago I witnessed a bit of acting behind 
the scenes in one of our high-class theaters. The 
leading lady, whose little girl I was treating for an 
obscure arthritis, had that evening, about six 
o'clock, learned from the pathologist whom I had 
sent to examine a vaginal discharge from my 


* Read before the American Society for Sanitary and Moral 
Prophylaxis, October, 1906. 


little patient, that gonococci were found, and she 
wrote to me asking for an interview at once, as the 
child had only recently been brought from a 
children’s hospital in Philadelphia. As I had 
already secured seats for the performance that even- 
ing, I replied that 1 would grant the interview 
between the acts. The hospital was denounced in 
unmeasured terms, and the acting this time was 
real. I succeeded, however, in time for the next 
act, in convincing her that the hospital was not the 
cause of this infection. This is only one of many 
incidents of a like nature, and I quite agree with 
Dr. Holt in substituting for the term gonorrheal 
arthritis, gonococcus arthritis, as the former sug- 
gests vice while the latter suggests lack of precau- 
tion and proper institutional discipline. 

Henry W. Frauenthal read a paper before the 
Section of Orthopedic Surgery of the N. Y. 
Academy of Medicine, in 1904, and reported cases 
where the joint lesions were complicated by en- 
docardial lesions. English authors, notably Clement 
Lucas, believe, from their analysis, that ophthalmia 
and vaginal catarrh 1aust be present before an 
arthritis can develop, but American statistics are at 
variance on this point. 

The majority of cases reported by Kimball were 
in male children and no ophthalmia existed. In 
Holt’s table nineteen were males and seven females. 
Mixed infection frequently exists, and the virulence 
of the gonococcus is exhausted. To Koenig are we 
indebted for a classification. This author describes 
four varieties: hydrops articularis, hydrops articu- 
laris with a sero-fibrinous and catarrhal exudate, the 
empyema of joints, and the phlegmon of joints. 


In children the diagnosis and the differentiation 
is not very difficult if one calls in the bacteriologist. 
In my own experience, children over four years of 
ago do not often develop the gonococcus arthritis. 
At the Hospital for Ruptured and Crippled, in both 
services, the Outdoor and Indoor, cases are rather 
infrequent, and yet I am free to admit that labora- 
tory diagnoses are not often made. I am quite will- 
ing, too, to admit, since I have been studying the 
cases reported from the wards of the Babies’ Hos- 
pital, that a certain number of the cases that we have 
treated in times past for acute infectious arthritis of 
infancy, may have been infected by the gonococcus 
rather than the streptococcus. Holt may be right 
when he says, “A pyemic arthritis in a young infant 
I believe is much more frequently due to the gono- 
coccus than to the streptococcus, or any other pyo- 
genic organism.” 

As for treatment of the different varieties, indi- 
cations must govern procedures—immobilization for 
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one class, free incision for another. The joint func- 
tion must be protected at all hazards, and orthopedic 
principles are safe guides. Time does not permit 
an elaboration of these principles. The milder cases 
are best treated by immobilization in close-fitting 
plaster of Paris. Dr. John Rogers has within the 
past year claimed prompt relief with a serum de- 
rived from rabbits and goats. This serum is made 
in the Cornell Medical College Laboratory, and at a 
meeting of the New York Academy of Medicine 
Dr. Torrey reported as follows: Dr. John C. Torrey 
has employed an anti-gonococcus serum. Both rab- 
bit and goat serum he finds decidedly toxic, and he 
gets a more potent serum from the rabbit. Of fifty- 
five cases of gonorrheal arthritis thirty-four, or 
69%, were cured. Of the remaining twenty-one 
cases, twelve improved and nine were unimproved. 
The anti-gonococcus serum was employed in adults, 
presumably, as mention was made of the direct in- 
fection. It remains to be tried in the gonorrheal 
arthritis of children. The serum is suggestive of a 
valuable addition to our therapeutics. 

When pus invades the joint the sooner it is re- 
moved the better. Non-interference will not save 
the joint. Kimball’s report emphasizes this point 
most forcibly. Children do not get the ankylosing 
joints that adults do, and hence arthrectomies are 
not indicated in the class we are discussing here. 
Like all kinds of infectious joint lesions these are 
most successfully managed by accurate and prompt 
diagnosis. The x-rays will help in determining the 
extent of the articular involvement. If the cartilage 
is not eroded, and bony union does not prevail in any 
part, brisement forcé under an anesthetic, followed 
by intelligent massage and passive movements, will 
surely do more than anything else in securing a cure 
with function restored. 

The object of this paper is not to set forth diag- 
nosis, prognosis or treatment. It is simply to call 
attention to the prevalence of this infection, to the 
liavoc it can do a joint, to the acuteness of the suf- 
fering it can inflict on the little ones whose paths 
should be Gne of roses rather than one of thorns. 


RESIDUAL CHOLECYSTITIS AND CHOLANGITIS. 


* * * Infection of the gall-bladder and bile- 
ducts may remain after calculi have passed. This 
fact will explain those increasingly frequent cases 
in which a diagnosis of gall-stones with cholecystitis 
or cholangitis was made, and yet no stones were 
found on opening the abdomen, but only an acute 
or chronic cholecystitis or cholangitis —BeEre’s Sur- 
gical Diagnosis. 


GONORRHEAL OPHTHALMIA IN CHIL- 
DREN.* 


By Cuartes H. May, M.D., 


Attending Ophthalmic and Aural Surgeom to the City 
Hospitals, Randall’s Island, New York; Consulting 
Ophthalmic Surgeon to the French Hospital, 
Gouverneur Hospital and Red Cross Hospital; 
Adjunct Ophthalmic and Aural Surgeon 
to Mount Sinai Hospital, etc., i 

NEW YORK. 


If we turn to the description of gonorrheal oph- 
thalmia as given in all the prominent text-books, 
we Shall find that the disease is discussed under two 
subdivisions: (1) Ophthalmia Neonatorum or 
Purulent Ophthalmia of the New-born, and (2) 
Gonorrheal Ophthalmia of the Adult. There seems 
to be no recognition of the existence of the affection 
in children (excluding in this term the new-born). 
As a matter of fact, the disease is met with in 
children, but it is certainly of uncommon occur- 
rence. This is all the more remarkable since recent 
investigations have shown that gonococcus vaginitis 
is quite frequent in female children. 

In making the statement that gonorrheal con- 
junctivitis is rare in children, the writer refers to 
cases in which the local symptoms are alarming 
and in which the clinical picture resembles that of 
the purulent conjunctivitis which we find in the 
new-born and in adults. A mild form of purulent 
conjunctivitis occurs with relatively greater fre- 
quency in children, and in such cases microscopical 
examination of the smear taken from the conjunc- 
tival secretion may show a few gonococci; but the 
clinical picture, the course, and the prognosis re- 
semble that of acute catarrhal conjunctivitis due to 
the Koch-Weeks hacillus, pneumococcus, and other 
germs. Hence these mild cases are usually spoken 
of as acute catarrhal conjunctivitis, and properly 
speaking they belong to this category, and they can- 
not correctly be grouped with the serious gonococcus 
conjunctivitis which we see in infants and in adults. 

The following figures will give some idea of the 
rarity of real gonococcus conjunctivitis in children. 
During the three years extending from September, 
1901, to September, 1904, about 13,000 patients were 
treated at the Vanderbilt Clinic. Among these there 
were about 1,000 cases of conjunctival affections of 
all kinds and severity in individuals under 16, and 
about 1,500 of such conjunctival affections in per- 
sons over 16 years of age. Among the 1,000 cases 
of conjunctivitis in individuals under 16, there are 
recorded 23 cases of purulent conjunctivitis, and 


* Read before the American Society for Sanitary and Moral Pre- 
phylixis, October, 1906. 
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among the conjunctival affections in adults therc 
were 10 cases of purulent conjunctivitis. Twenty- 
one of the 23 cases of purulent conjunctivitis occur- 
ring during the period prior to the sixteenth year 
were examples of ophthalmia of the new-born; in 
only 2 cases during these three years and among 
13,000 patients did gonorrheal conjunctivitis occur 
in children. 

Gonorrheal ophthalmia in general, comprising the 
affection as seen at all ages, is certainly becoming 
less common with succeeding years. This is proven 
by the experience of ophthalmologists in general, 
and is borne out by statistics obtained from the 
annua! reports of the various eye hospitals and 
clinics. The combined testimony of these shows 
that there has been a decided diminution in the 
number of cases of gonococcus ophthalmia. The 
writer gathered the reports of all such affections 
occurring among the patients of three large eye 
clinics of this city during the period from 1890 te 
1894, and compared these with the reports during 
an equally lengthy period extending from 1900 to 
1904. During the first five years, the proportion of 
cases of ophthalmia neonatorum to all conjunctival 
affections was about 1:100, and of gonorrheal 
(adult) ophthalmia about 1:200; during the latter 
period of five years, the proportions were about 
1:500 and 1:650 respectively. This reduction must 
be all the greater since resort to microscopical ex- 
amination of the smear of the conjunctival secretion 
is now undertaken with much greater frequency 
than was the case ten years ago; so that at present 
mild cases are overlooked less frequently. 

The most effective causes of this reduction in the 
frequency of ophthaimia neonatorum is, of course, 
the introduction and employment of Crédé’s method 
of prophylaxis; in addition, the law which compels 
midwives to report every case in which there is 
suspicion of conjunctivitis has had its effects. In 
the adult, the probable explanation lies in the better 
education of the male public on the dangers of con- 
veying any of the secretion from the urethra to 
the eyes by means of the fingers; for we have no 
evidence that there has been any reduction in the 
frequency of this form of urethritis. 

In view of the fact that it has recently been 
asserted and proven by the examination of the 
smears from the discharges, that gonococcus vagini- 
tis in children is a very frequent disease among al} 
classes, extremely intractable in its course, highly 
contagious, and requiring rigid quarantine of the 
affected children as well as the nurses and attend- 
ants, it would appear remarkable that gonococcus 
infection of the eyes in children is met with in so 


few instances. The following may be the explana- 
tions: In the first place, when the disease occurs in 
children it is probably brought about, not from 
direct infection from the genitals, but indirectly 
through the use of contaminated towels, wash-rags, 
bath, etc.; the virus then reaches the eyes in an 
attenuated form. In the second place, when reach- 
ing the eye in so diluted a form and in such an indi- 
rect manner, it excites a conjunctivitis which is less 
virulent than what we expect to see in cases of 
gonococcus infection; it seems probable that many 
cases which are really miid cases of gonococcus con- 
junctivitis are diagnosed as acute catarrhal con- 
junctivitis (popularly known as “pink eye’’), for 
clinically there would be no way of distinguishing. 
t is only after the discharge has been examined 
microscopically that the etiology can be definitels 
determined. Such a diagnostic procedure is becom- 
ing more and more common as a routine portion of 
the examination in cases of conjunctivitis. 

Examination of the smear in all cases of conjunc- 
tival discharge would undoubtedly show that gono- 
cocci are present in some of the cases which now 
pass for acute catarrhal conjunctivitis and which 
are very common in children. The likelihood of this 
is shown by the findings in several series of micro- 
scopical examinations recently reported. These in- 
vestigations were undertaken with a view to estab- 
lishing a nomenclature for conjunctivitis based upon 
the bacteriological characteristics of the discharge. 
instead of upon the clinical picture. Such a classi- 
fication, while scientifically desirable, has hitherto 
remained impracticable, since an endless number 
of microorganisms having been found in the various 
forms of conjunctivitis, the list would include so 
many different varieties, some of very rare occur- 
rence, as to create the greatest confusion. But in 
these investigations it has been shown that the 
gonococcus is present in a greater proportion of 
cases than’ is generally believed. 

As already stated, the severe forms of gonorrheal 
ophthalmia in children are rare; the symptoms of 
these resemble those of purulent conjunctivitis in 
the new-born and in the adult. The mild forms, 
probably existing with greater frequency than is 
generally believed, resemble the ordinary examples 
of acute catarrhal conjunctivitis, and present symp- 
toms identical with those found in this affection 
The limit of this paper prevents a discussion of 
these. 

Whether mild or severe, the prognosis is regularly 
good if treatment is begun sufficiently early. The 
writer will not here attempt even a résumé of the 
treatment of the two forms of gonorrheal conjunc- 
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tivitis of children. But attention should be called 
to the fact that in the newer organic salts of silver 
we have agents which are unirritating, free from 
pain, and yet quite effective in destroying the gono- 
cocci. There is still some difference of opinion 
regarding the relative value of the nitrate and of 
the organic salts of silver, and there is considerable 
opposition to the employment of the latter, especially 
on the part of German authorities. But the consen- 
sus of opinion favors the use of such organic com- 
pounds and recognizes the advantages of such salts, 
particularly in the stage of profuse purulent dis- 
charge. 

Gonorrheal ophthalmia belongs to the category 
ot preventable diseases, and with greater education 
on the part of the public and a more decided appre- 
ciation that every vaginal discharge is contagious 
the percentage of cases of this disease can be still 
further reduced. 

The points which the writer wishes to emphasize 
in this paper are: (1) Virulent examples of gono- 
coccus conjunctivitis in children are of uncommon 
occurrence. (2) The disease may occur with the 
same alarming symptoms that characterize the af- 
fection in the new-born and in the adult, but usually 
it has a much milder course. (3) A mild type of 
the affection is probably of much more common oc- 
currence than clinical observation leads us to be- 
lieve ; this can only be determined with certainty by 
more frequent microscopical examinations of the 
smear from the discharge in all cases of conjuncti- 


‘vitis. (4) Since we can never determine in any case 


how severe such conjunctivitis may become, it is 
advisable to warn those who have the care of chil- 
dren against the contagiousness of the discharge 
from every case of vaginitis, and of the danger of 
the transference of the contagious principle directly 
or indirectly through fingers, wash-rags, sponges, 
and the bath. 
698 Mapison AVENUE. 


THE Heart IN THORACIC OPERATIONS. 

The powerful influence which respiration exerts 
on the circulation must be borne in mind when per- 
forming operations on the thorax. The respiratory 
pumping action is of first importance in filling the 
right heart. In certain operations upon the thorax, 
when the respiration and hence the supply of oxygen 
is interfered with, it is well to take every precaution 
to see that the heart receives its normal quota of 
oxygen to meet the circulatory crises which thoracic 
operations so often entail—George Crile in The 
Cleveland Medical Journal. 


ABSENCE OF VAGINA; DOUBLE UTERUS: 
REPORT OF A CASE. 


By J. E. Wacker, M.D., 


Superintendent, Steuben Sanitarium, 
HORNELL, N. Y. 


But few cases of complete absence of the vagina 
have been reported in medical literature. Various 
anomalies are spoken of frequently, such as double 
vagina, atresia, partial occlusion, imperforate hy- 
men, etc., but entire absence of the vagina seems to 
be a rare condition, hence the following case, which 
recently came under observation, is not without in- 
terest. 

G. H., et. 22. By profession, a dancing teacher. 
Eldest of a family of seven children, all well de- 
veloped physically. Parents healthy. <A _ refined 
young lady and unusually attractive, excepting that 
the skin has a peculiar dark grayish color suggestive 
of toxemia. Fairly well nourished; no evidence of 
any organic disease. Somewhat nervous and sensi- 
tive. Breasts normally developed, pubes well cov- 
ered with hair, clitoris and labia natural, lesser labia 
connected by integument. On pressure with the fin- 
ger a depression of an inch in depth could be made. 
The finger introduced in the rectum could be 
brought up where the opening of the vagina should 
have been. With a sound in the bladder only a very 
thin partition between that viscus and the bowel 
could be made out, and there was no evidence of 
even a rudimentary passage from above. 

The patient had been well until seventeen years of 
age, when she began to suffer with lumbar pains, 
also more or less distress in the lower abdomen, usu- 
ally lasting about a fortnight, when she would, for a 
couple of weeks, be quite well. After a few months 
she began to show marked evidences of debility 
which finally ended in her being confined to the bed 
about half the time. There had been at various 
times hemorrhage from the rectum. On one oc- 
casion she had supposed there was a tumor in the 
bowel which produced considerable obstruction ; this 
having ruptured, about a quart of blood was ex- 
pelled. An extensive ecchymosis was discovered at 
one time on the left thigh, and again below the right 
knee, without her having met with any traumatism. 
Absorption took place gradually with some soreness. 

No one seemed to have any knowledge of the ab- 
sence of vagina until the debility began to manifest 
itself. A physician prescribed active emmenagogues 
thinking to establish the menstrual function, which 
materially aggravated the condition. Upon consult- 
ing a more inquiring practitioner, the real cause was 
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discovered. The patient was subsequently sent to 
the Steuben Sanitarium for examination and the 
necessary treatment. 

As there was no possibility of establishing a pas- 
sage between the rectum and bladder to a possible 


about 4 cm: in breadth and 8 cm. in length, extend- 
ing down to a fibrous band. Upon following this 
band to the left a short distance, a second uterus, 
the size of the former one, was found. With con- 
siderable difficulty another ovary, slightly smaller 


Photograph of uteri and appendages. The uteri appear much shorter than they were, having shrunken after their removal. 


The line 


sketch represents the actual size. 


uterus above, it seemed wise to open the abdomen 
and ascertain the exact condition of the internal 
genital organs. After a week’s preparation with 
general eliminative and tonic treatment, the explora- 
tion was made. 

The peritoneum was thickened and congested. 


7 
right ovary 
gem": 


Right Uterus 


Sketch showing actual size 


With some effort, on account of adhesions, the right 
ovary was brought up and inspected. It was found 
to be about three times the usual size, measuring 
10% cm. in circumference, mottled in appearance, 
with well-marked hematomata at three points. The 
corresponding tube, though somewhat smaller and 
shorter than usual, seemed normal. Its attachment 
was to what proved to be a rudimentary uterus 


than the first, was brought up from well down in 
the pelvis. 

The conditions found were such as to prove the 
utter futility of attempting to make an artificial va- 
gina. 
moved. 


Both uteri, the ovaries and tubes, were re- 
The abdomen was closed by uniting the 


4 


Band 


of uteri and appendages. 


peritoneum and fascia with interrupted catgut su- 
tures, and the skin by a subcutaneous suture of 
silkworm-gut. 

The patient experienced less pain following oper- 
ation than she had had in years. She was allowed 
to sit up on the fourteenth day, and returned home 
the third week. She has had no unpleasant symp- 
torns, and the complexion is rapidly clearing. 
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ABDOMINAL TUMORS IN CHILDREN.* 


By Louis FiscuHer, M.D., 


Attending Physician to the Willard Parker and Riverside 
Hospitals, New York City. 


NEW YORK CITY. 


The consideration of malignant and non-malig- 
nant abdominal growths in children has not been 
given the prominence that it deserves, though 
sporadic cases of malignant disease are reported 
irom time to time. The subject is one of great im- 
portance from a diagnostic standpoint and equally 
so when the question of therapeutics arises. 

Knowing the frequency of malignant tumors in 
adults, it seems very important to recognize them 
as early in life as possible. It is for this reason that 
] have ventured to invite your attention to the early 
stages of malignant and non-malignant neoplasms 
as seen in children. When a child is old enough to 
complain and describes symptoms, then it is our duty 
to investigate their cause and, if possible, to locate 
the trouble. This requires time, but it is very satis- 
factory to diagnose an unsuspected condition, such 
as a tumor, in a child. When we are dealing with 
infants and must exclude subjective symptoms, then 
our main reliance must be on the objective symp- 
toms combined with the usual methods of palpation 
and percussion. 

A large proportion of malignant tumors in early 
life arises in connection with embryonic develop- 
mental aberrations. Birsch-Hirschfeld believes that 
owing to this peculiarity it is desirable to make a 
special morbid entity of these growths. 

Hutchinson believes that “malignant disease in 
young persons is generally inherited,” and still it is 
a fact that newly-born infants of mothers them- 
selves the subjects of malignant disease, are hardly 
ever thus affected. 

The literature records that most malignant 
growths in early life are of a sarcomatous nature. 
It is exceedingly rare to find true cancer, that is, 
malignant epithelial neoplasms. 

Pathology.—It is hardly in the province of this 
paper to discuss the pathology or histology of tumors 
further than to state that these tumors conform to 
the same conditions as are described in adult neo- 
plasms. “The determining factor in tumor causa- 
tion is to be found in the existence of a condition 
of unstable equilibrium between the intraceliular 
forces, so that proliferation, once started, is progres- 
sive and is not limited by the resistance of the sur- 


* Read before the Section on Gynecology, N. Y. Academy of 
Medicine, May 24, 1906. 


rounding tissues. The causes of this instability are 
many and various, and may be either intrinsic or ex- 
trinsic. Proliferation having started, the cells ac- 
quire the habit of growth—that is, the power of 
independent proliferation which enables them to 
proliferate in parts of the body in which the condi- 
tion of equilibrium is stable. Tumors grow by the 
proliferation of their own cells.” 

Etiology.—In most cases the etiology is obscure. 
Some authors are disposed to regard heredity and 
transmission as a factor, while others, again, claim 
traumatism as an etiological factor ; thus Steffen has 
reported eight cases associated with some form of 
injury. 

The congenital origin of kidney tumors seems 
evident if we study the literature carefully. Renal 
sarcoma has been observed by A. Jacobi in an infant 
three days old. Another case was reported in an 
infant ten days old. 

Some writers believe that intestinal tumors are of 
an infectious origin; thus Flexner has described a 
histological feature of the growth of lymphosar- 
coma. He describes “bodies oval, round, or slightly 
irregular in shape, and consisting of a rim of proto- 
plasm staining faintly with eosin, and enclosing a 
particle staining with hematoxylin. The last was 
oval or cresentic, and lay either in the center of the 
cell or eccentrically. The bodies were distributed 
irregularly in the diseased areas, and an occasional 
body was seen in the adjacent parts. Flexner be- 
lieved that they were probably protozoa, but stated 
that they might have no causal relationship.”” Lib- 
man studied the histological findings in a series of 
intestinal sarcomata and corroborates Flexner’s 
findings. 

Embryology.—According to Paul we find, “the 
true kidney developed from the lower Wolffian duct, 
near the cloaca. The ureter joins the Wolffian duct, 
its upper end being the pelvis of the kidney, and 
throwing out tubules, whereas the old Wolffian duct 
becomes the cortical portion of the kidney. Both 
ureter and Wolffian duct are developed from the cell 
mass which forms the structure of the back mus- 
cles, bones, and connective tissue. The two parts of 
the kidney are formed separately, and it is, there- 
fore, not remarkable that other tissues may be in- 
cluded within the capsule and later become evident 
as congenital growths.” 

Frequency of Location.—The abdomen seems to 
be one of the most frequent locations for malignant 
tumors in children. The form most frequently met 
is sarcoma of the kidney, according to the reports 
of both pediatrists and surgeons. Next in frequency 
to the kidney, we find that tumors affecting the 
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ovaries and testicles are noted in children. Cohin- 
heim seems to have based his celebrated theory of 
neoplastic pathogeny largely on a case of this kind 
which he observed in an infant of sixteen months. 
In the left lumbar region he found a large tumor, 
to the border of which the remains of the left kid- 
ney, otherwise unaltered, adhered. Within the cap- 
sule of the right kidney, there was also a small round 
circumscribed tumor distinct from the kidney sub- 
stance. Both contained striped muscle fibers and 
sarcomatous tissue. 

Of thirty-seven examples of these tumors col- 
lected by Rohrer in children under ten years of age, 
sixteen were under two, and thirty-one under five 
years, and one was newly-born. Liebert has since 
tabulated fifty similar cases, and Jacobi forty-three. 
Steffen collected a series of 219 cases in children. 
Of these, fifty-five occurred in the second year; sev- 
enty-five occurred between the second and fifth 
years—168 cases from birth to the fifth year, out 
of a total of 219 cases. It has been found that 
the frequency of tumors in children diminishes 
after the fifth year. This was also held by Steffen 
and Jacobi. 

Siegrist has reported eighteen malignant tumors 
of the kidney in children; fifteen of these were 
sarcomatous, three were carcinoma. Steffen 
gathered a series of thirty-three cases; of these, 
sixteen were primary sarcoma of the vagina, five 
involved the uterus, three the vagina and uterus, 
nine affected one or both ovaries. 

The pathological examination of a series of fif- 
teen cases reported by Steffen showed that eleven 
were sarcoma, two cases round-celled sarcoma and 
fibro-sarcoma, One case was a spindle-celled sar- 
coma and one a myx0-sarcoma. 

Age of Development.—Sarcoma of the kidney 
is most frequently found from infancy to the fifth 
year of age. After the fifth year the frequency 
diminishes. 

Hirschsprung, in studying a series of 102 cases 
of cancer of the kidney, found the following : Thirty- 
nine of these cases were found in children under 
ten years of age, thirty-three were between the 
ages of eleven and fifty, the balance were over fifty 
years of age. Of the thirty-nine occurring in chil- 
dren under ten years, six occurred in the first vear, 
ten occurred between the first and second vears, 
seventeen occurred between the second and fifth 
years. 

Windle found that of forty cases studied by him, 
thirty-three were under ten years of age, and of 
these twenty-six were under the fifth year. 

Roberts studied a series of twenty-five cases un- 


der ten years. Excepting three, all were under five 
years. 

Senator states that of ninety-six cases, 50 per 
cent. were found in children during the first two 
years and 85 per cent. were under five years. 

Kolisko reports eleven cases of vaginal sarcoma 
in children. 

Erdman reports a case of torsion of an ovarian 
cyst in a girl thirteen years old; and Mundé reported 
one at the same age. 

J. Lorthioir (Jour. de Chir., August and Septem- 
ber, 1901), reports a case of sarcoma of the uterus 
in a child three years old. In December, 190c, a 
small, fibrous mass, apparently fibroma, was re- 
moved from the cervix. In June a total ablation 
of the stump of the uterus and appendages was 
done by the abdominal route. The autopsy showed 
involvement of the mesenteric glands. Microscopi- 
cally, the tumor was sarcomatous with small round 
cells. 

Kusnetsky (Jour. Akusherstra, etc., January, 
1903), reports a case of ovarian cancer in a girl of 
fourteen years. Primary carcinoma of the ovary 
is not very rare in childhood, occurring usually in 
the form of medullary cancer. The author reports 
a case of this kind. The symptoms were pain and 
abdominal tumor. Operation disclosed the growth 
on the right ovary, the size of a large fist. Both 
ovaries were removed. No recurrence took place. 

W. Roger Williams reported in the London Lan- 
cet, May 1, 1899, a series of 941 neoplasms. Out 
of these 806 were cancers and 136 sarcomatous. 
In this series there was one case of cancer and 
twenty-four cases of sarcoma in children under 
twenty years of age. Duzan studied a series of 182 
cases in early infancy of which forty-eight were in 
the kidney, five were abdominal, and the rest were 
scattered throughout the body. 

The suprarenal body rarely originates malignant 
neoplasms. Williams reported thirty-six cases col- 
lected by him, of which about one-third occurred in 
infancy and childhood. They are invariably sar- 
comatous. Malignant suprarenal tumors have been 
reported by Parker and Dalton in infants only a few 
weeks old, by Martin at five months, by Eberth at 
fifteen months, by Fox and Mankiewicz at two 
vears, by Earle at three years, by Lazarus at four 
years, and by Frankel at eighteen vears. 

Otto Ramsay (Johns Hopkins Bulletin, Vol. X., 
1899, p. 24), reports twenty-five cases of carcinoma 
of the suprarenal, of which five were between one 
and twenty years, and twenty-six cases of sarcoma, 
of which eight were between six months and ten 
years. 
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Uterine cancer is hardly ever met with under the 
age of twenty years. Gusserow, by massing the 
statistics of several Continental and English writers, 
obtained a total of 3,385 cases. Of this large num- 
ber two were found under twenty years of age. 
Rosenstein reports a patient under two years of age 
with an intraabdominal tumor which reached far 
above the pubes. At the necropsy a large mass of 
new growth was found springing from each side of 
the fundus uteri. There were several nodules of 
similar growth on the peritoneal surface oi the 
bladder. The tumor consisted of a fine spindle- 
celled stroma, the meshes of which contained iarge 
polymorphic epithelioid cells. It is described by 
Rosenstein as “carcino-sarcoma.” 

Ganghofner reports a girl nine years old who had 
an eroded papillary tumor growing from the portio 
to the vaginal aspect to which it was attached by 
a distinct peduncle. After two years’ duration the 
growth was excised, but the patient died from small- 
pox a few days later. Histological examination 
showed the presence of hyperplastic glandular struc- 
tures beneath the enlarged papilla. They were evi- 
dently derivatives of the cervical glands, and for the 
most part their lumina were preserved, although the 
lining cells were often multilaminated. These ap- 
pearances were thought to warrant the diagnosis 
of glandular cancer. Williams believes the case to 
have been one of non-malignant “cauliflower ex- 
crescence,” of which several instances have been 
met with in infancy. This accords with the com- 
piete absence of dissemination, although the disease 
was of two years’ duration. 

Braetz has described an instance of endothelioma 
of the cervix at eighteen years of age. 

Of seventy-three uterine sarcomata tabulated by 
Gusserow, four began under twenty years of age. 
Cases of similar growth occurring in the vagina, 
urethra and bladder have been reported by Hol- 
lander in a child seven months old, by Farnsworth 
at thirteen months, by Pick at two years, by Smith 
at three years and by Ahlfeld at three years and 
four months. 

Sarcomatous tumors have been met with 
in the vagina by Grancher, Chiari, Frick, Schu- 
bert, Demme and others. Cancer of the vagina is 
a very rare disease ‘even in advanced life, tnere- 
fore it is surprising to find that of twenty-four cases 
reported by Kuestner, two occurred in persons un- 
der twenty years. Lebert and Guersant have each 
recorded a case of epithelioma of the introitus in a 
child only three and one-half years old, and Johan- 
novsky has reported a similar case at nine years. 
Malignant neoplasms of the ovary occur in in- 


fants and young children. Of twelve cases operated 
upon by Aldibert, six were children between the 
ages of seven and nine, and one only four years old. 

Malignant disease of the gastro-intestinal tract 
is very rare in early life. Of 2,075 cases tabulated 
by Welch, only two occurred under the age of 
twenty years. Cullingworth reports a case in which 
a polypoid tumor, evidently congenital, was found 
growing from the lower border of the pylorus in 
an infant five weeks old. N. Moore reports a case 
of “alveolar cancer” of the cardiac end of the 
stomach, close to the esophagus, in a girl aged thir- 
teen years. Cancer of the pylorus (with dissemina- 
tion in the spleen), in a child fourteen years old, has 
been reported by Scheffer, and at seventeen years of 
age by Koster. Pitt has described four cases of 
lymphadenoma of the stomach in boys aged from 
four to twelve years. 

In early life more cases of malignant disease are 
met with in the intestines than in the stomach. Stern 
met with a fungoid sarcomatous tumor growing 
from the ileum, which had caused death by obstruc- 
tion, in an infant a few days old. It was an endo- 
thelial angio-sarcoma, evidently of congenital origin. 
Pépin describes a case of sarcoma of the jejunum in 
a female child five years old, and Bessel-Hagen a 
similar case in a boy aged seven years. Abbé met 
with sarcoma of the caput coli in a boy aged sixteen 
years. 

Congenital sarcomata of the liver are described 
by Pepper of Philadelphia, in an infant eight weeks 
old; by Heaton of London, in a baby eight weeks 
old; by Parke of London, in a baby three weeks 
old; by Pepper in a baby seven weeks old; by Gee, 
St. Bartholomew’s Hospital, in a baby five months 
old. DeRuyter reports a case in Langenbeck’s 
Archives for 1895. These cases were all round- 
celled sarcomata. 

Meisenbach reported a case in the Weekly Medi- 
cal Review, St. Louis, 1844, of a baby four months 
old having a myxo-sarcoma. 

Windrath published a report of a spindle-celled 
sarcoma in a baby less than one year old. 

Bauman and Forbes report in the Lancet, May, 
1904, a round- or spindle-celled sarcoma in a baby 
eleven months old. 

West reported a medullary sarcoma in a baby 
eight months old. This case is quoted by Musser 
in _Keating’s Cyclopedia. 

Henoch reports a case of sarcoma in a child 
two and one-half vears old. 

Roberts, reported by Musser in Keating’s Cyclo- 
pedia, published a medullary sarcoma in a girl 
twelve years old. 
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Holt reports a primary adeno-sarcoma of the 
liver in a baby nine months old. Abt, of Chicago, 
found an adenoma of the liver in an infant twenty- 
one months old, who died of typhoid fever. This 
adenoma gave no symptoms during life. 


Symptoms.—The early symptoms of an abnormal 
growth in an infant are hard to define, especially 
so if the tumor in question is of a non-inflammatory 
type. Many tumors are first recognized post- 
mortem, and gave not the slightest evidence intra 
vitam. The absence of the subjective symptoms 
compels us to rely on objective symptoms. We are 
therefore forced to rely on routine methods of in- 
spection, palpation and percussion. Therefore, it 
may be well to emphasize the most important points 
in making the examination. 

First—As a routine method, children should be 
undressed and thus carefully examined. By this 
means only can we see or feel abnormali- 
ties. The question of hysteria or neurasthenia 
as a causative factor should not be considered 
until every means available in modern diagnosis has 
been exhausted. 

The presence or absence of vaginal or urethral 
discharge should be noted. If present, a smear 
should be examined to determine the bacteriologi- 
cal diagnosis of the same. The frequency of gono- 
coccus, staphylococcus or bacterium coli infection, 
and the ease with which pathogenic bacteria gain 
entrance through the genito-urinary tract to the ab- 
dominal cavity, must be remembered in conjunc- 
tion with abdominal growths associated with fever. 
Thus, the following case presented by me to the 
Section on Pediatrics, Academy of Medicine, about 
six years ago, will illustrate this febrile, inflamma- 
tory type of tumor: 

A girl, 13 years old, was referred to me with a 
history of continued fever, headache, abdominal 
pains and emaciation. Her mother told me that she 
had been under the treatment of a physician for one 
year, for intermittent fever, with a diagnosis oi 
malaria. During two years of illness her abdomen 
had not been inspected. The examination of the 
case revealed a large abdominal tumor located in the 
right hypochondrium. A drop of blood was exam- 
ined, and,as no plasmodia were found,the diagnosis 
of malaria was excluded. The temperature ranged 
between 101° and 102° F. Internal treatment di- 
rected to the stomach, bowels and kidneys was cer- 
tainly useless and contraindicated, so the case was 
referred for surgical treatment. A laparotomy was 
performed. A broken-down lobulated mass was 
found and nephrectomy was performed. The child 


made a brilliant recovery. Pathological diagnosis: 
pyelonephritis. In the above case the child had had 
scarlet fever, complicated by nephritis, a number of 
years before. The post-scarlatinal nephritis may 
have been an etiological factor in the development 
of the tumor. 

As a rule, children affected with an abdominal 
tumor show a general systemic disturbance. They 
are peevish and cross and dissatisfied, are restless 
and suffer with insomnia at night. The appetite is. 
poor and there is an absence of proper digestion. 
The food is not properly assimilated for there may 
be in some cases lienteric diarrhea (undigested par- 
ticles of food), or marked constipation. The consti- 
pation is frequently due to mechanical obstruction 
by the growth. If the tumor presses upwards we- 
frequently have marked gastric symptoms, such as. 
pain in the stomach, which is described as constant 
in character. There is also vomiting. The vomit 
may contain blood. Libman found hemin crystals. 
in a case reported by him. Stern reports a congeni- 
tal tumor of the intestine, the vomited matter con-- 
taining meconium. 

Swelling of the glands or lymph nodes may be 
present adjacent to the abdominal swelling. Some- 
times the swelling of the glands is an early symp- 
tom calling for a minute examination of the deeper 
portions of the abdomen. 

The bimanual method of examination will aid in 
locating an abnormality, and rectal examination 
must always be considered, if at all possible. A small 
mass felt in the abdomen may frequently be much 
larger than is apparent by superficial examination. 

The x-ray may prove a valuable aid in locating 
an abnormal growth, but it must not be forgotten 
that fleshy growths are more difficult to see than 
solid (osseous) growths. Concerning the x-ray 
method of locating tumors, I have frequently found 
great difficulty with very young children. When, 
therefore, a radiograph is considered important, we 
may be compelled to anesthetize the child. 

Change of position frequently modifies and re- 
lieves the gastric symptoms. In some cases, in spite 
cf a good appetite and large meals being taken, 
there is marked emaciation, showing that we are 
dealing with a disturbed metabolism based on the 
presence of the tumor. 

Dyspnea is not uncommon. It may be due to the 
abdominal distention with consequent pressure on 
the diaphragm. In some cases there may be pleural 
effusion. The color of the face frequently shows a 
peculiar white (Hippocratic). This is also described 
by other writers. Libman reported this symptom 
in three out of five cases. 
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The urine will frequently aid in determining the 
diagnosis as it may contain albumin or casts, pus or 
leucocytes. Hematuria is occasionally noted. A 
‘study of the urine in patients afflicted with tumors 
might prove interesting, especially in regard to a 
study of the nitrogenous elements. White of Lon- 
‘don states that there is an excessive secretion of 
glycogen in malignant tumors of adults. This point 
is worthy of note, for it may have some bearing on 
the symptoms of disturbed digestion due to faulty 
metabolism, which I have just mentioned. 

It is well known that malignant disease is very 
rarely met with in association with diabetes, and we 
know, also, that in acute diabetes wounds heal with 
great difficulty. The explanation of this is probably 
that the glycogen which is necessary for the pro- 
liferation of the cell is continuously being removed 
from the body as glucose. It is permissible, then, to 
think that by setting up an artificial glycosuria we 
could remove the glycogen as fast as it is formed 
and so prevent it being available for supplying the 
energy necessary for the proliferation of the tumor. 
Such glycosuria may be set up by giving certain 
arugs, such as phloridizin. This is a point worthy 
of investigation by therapeutists, but White does not 
expect much from such treatment, because the drug 
would remove the glycogen from the normal tissues 
as well as from the abnormal, and it would be of lit- 
tle use to hinder the progress of a tumor if the sur- 
rounding tissues could not take advantage of the oc- 
casion by reacting and absorbing it. Much depends, 
therefore, on the question whether the abnormal or 
normal tissues would yield up their glycogen more 
readily. To facilitate the possibility of malignant 
disease progressing to spontaneous cure, as some- 
times has been observed, measures should be taken 
which will raise the enfeebled resistance of the body ; 
thus, arsenic, which has a tonic action, has been 
found to be of some benefit. 


Symptoms due to Compression.—Abdominal as- 
cites or edema of the legs and scrotum usually ac- 
companies abdominal tumors. The superficial veins 
are usually prominent in the abdominal wall. Some 
cases will have marked jaundice, with highly colored 
urine containing bile, and clay-colored stools. Fever 
may or may not be present. An evening rise of tem- 
perature to 101° or 102° F. may take place. 


Nervous Symptoms.—In addition to the restless- 
ness and insomnia previously mentioned, children 
old enough to complain will describe headache. 
Twitching of the muscles, choreiform in character, 
can be observed in various parts of the body. Ow- 
ing to the nervous manifestations the diagnoses of 


neurasthenia and hysteria have frequently been 
made. 

Blood Examination.—When we are dealing with 
a tumor the blood should invariably be examined. 
A differential count is valuable in determining the 
presence or absence of pus in the body. A marked 
leucocytosis or iodophilia is a helpful sign in diag- 
nosis. It is also necessary, in dealing with tumors 
on the left side, to be sure that the spleen is given 
careful consideration. 

I invariably examine the blood for the presence or 
absence of plasmodia. Excepting a marked leucocy- 
tosis and profound anemia, nothing of distinct 
diagnostic moment has yet been discovered. I be- 
lieve that clinical hematology will assist in solving 
the problem of malignant and non-malignant neo- 
plasms, just as the surgeon to-day utilizes the dif- 
ferential count and the degree of leucocytosis in 
estimating the presence of pus in suspected cases of 
intraabdominal suppuration. 


R. B. was first seen by me February 9, 1902, 
when 13 years old. Family history: Six sisters, 
one brother. One child died at three years during . 
measles, “from a cold,” evidently bronchopneumo- 
nia. 

‘The girl was brought to me because of a unilat- 
eral spasm affecting the right arm and shoulder. 
She complained of insomnia and was easily fright- 
ened. She acted as though mentally deficient, and 
had acted queerly of late and appeared to grasp im- 
aginary objects. 

Physical examination revealed a slight swelling 
about the size of a hazelnut in the region of the 
right ovary. (Menstruation began 2 years later— 
when 15 years old). Patient was not seen for al- 
most two years at one time. January, 1906, she 
complained of pain in her bowels, stating that it was 
very rare to have a movement and then only very 
small particles would pass. 

The examination of the abdomen showed a large 
tumor which evidently constricted or compressed 
the intestine, interfering with the evacuation of the 
bowel. 

The urine was examined and showed an excess 
of urea (over three per cent.), and an excess of 
indican. Blood examination showed the following: 

The red corpuscles are somewhat irregular in 
size; few poikilocytes and microcytes, but no nucle- 
ated cells being found. A careful search for plas- 
modia resulted negatively, and the differential count 
shows no increase in the relative number of large 
lymphocytes usual in that condition. The differen- 
tial count shows some increase in the relative num- 
ber of polynuclear cells. Differential count based on 
percentage in 500 corpuscles : 


Small Lymphocytes ............. 21.95 
Large Lymphocytes ............ 7.6 
Polymorphonuclear Neutrophiles.. 70.0 


For a long time the temperature remained nor- 
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mal. Later, however, owing to emaciation, loss of BIBLIOGRAPHY. 
sleep and impacted feces, the temperature ranged Duzan: Du Cancer chez les Enfants, Thése de Paris, 
between 100° and 101.5° F. 1876. 
The tumor is a movable mass which has in- Gusserow: Deutsche Chirurgie, Lieferung lvii., 1885, 
S. 211. 


creased rapidly in size. It commenced in the right 
side and now extends beyond the median line and 
upwards above the umbilicus. It extends upwards 
on both sides. Irregular in outline, there are two 
deep indentations. There is a slight feeling of 
fluctuation, perhaps semi-fluctuation. On introduc- 
ing the finger into the rectum the mass can easily be 
palpated. It is evidently attached to the ascending 
colon on the right side, as the girl complains of 
intense pain during defecation. 

Diagnosis: Probable cystic sarcoma. 

Treatment: Large doses of arsenic were pre- 
scribed, also iodid of sodium, without avail, so that 
nothing was left but to recommend surgical treat- 
ment. 

The surgical details and pathological report have 
been described.* 


Mortality —The mortality after nephrectomy for 
the treatment of malignant growths in children is 
48 per cent. Ina series of twenty-six carcinomatous 
tumors operated upon by Arnold Lee, seven died. 

Treatment.—The condition of the child at the 
time of operation, besides the character of the neo- 
plasm, must determine the outcome. Thus, it is but 
fair to assume that with good vitality and careful 
asepsis the outcome must be favorable. 

Congenital tumors may remain inactive for years 
without showing any evidence of malignancy. /f, 
however, they are removed and relapse occurs these 
relapses usually assume a malignant character. 

In a series of tumors affecting the abdominal cav- 
ity, met with in my private practice, I have seen 
excellent results. Seventy-five per cent. have recov- 
ered without complication. 

The ease with which children bear laparotomy has 
surprised me when the element of shock has been 
eliminated. This can be accomplished only when 
operation is performed quickly. 

Restorative treatment consists of arsenic, iron and 
feeding. We have no known specific which is indi- 
cated in malignant tumors. Concerning the use of 
the toxins so strongly recommended by Coley I have 
no personal experience. 

Surgical treatment is to my mind the only radical 
form to be advised, as pediatrists all over the world 
agree. But we must not overlook the fact that 
shock has killed more children than any other fac- 
tor in surgery. Shock is of the greatest importance 
in children, and I believe that we cannot dwell too 
long upon this subject. Concerning the operative 
procedures necessary for the removal of abdominal 
neoplasms, there are others better qualified to speak. 


* [At the same meeting, by Dr. Bernstein.] 
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TUBERCULOUS LYMPHADENITIS AND 
ITS SURGICAL ASPECT. 
By Hucu Wivkxinson, M.D., 


School of Medicine of the University of Kansas, 
Department of Surgery, 


KANSAS CITY. 


Any lymph node in the body can, of course, be- 
come the seat of tuberculosis, but the three main 
places for it are in the neck (cervical lymphaden- 
itis), about the root of the lung (tracheo-bronchial 
lymphadenitis), and in the mesenteric glands (mes- 
enteric lymphadenitis or tabes mesenterica). While 
the last two are not uncommon in themselves, their 
diagnosis in life is so, and their surgical aspect is, 
as yet, of small importance. Therefore in this arti- 
cle I shall have especially in mind the cervical 
variety of the disease. 

As we all know, the disease, in general, is trans- 
mitted through food and air. The sputa of infected 
patients, for instance, becoming dried and ground up 
on the floor of a street-car, on the sidewalk of a busy 
street, or in the residence of such a patient, is ready 
to be inhaled as ordinary dust or to be deposited 
on some article of food, as water, milk or meat. 
What then becomes of the infective bacteria? If 
inhaled, they land some place along the respiratory 
tract, mouth, tonsil, pharynx or bronchial tubes. 
If eaten, they land some place along the alimentary 
tract from the mouth to the anus. What is the next 
possibility in the life history of the essential element 
of this disease? It may stop where it first lands 
and cause a tuberculous growth in that particular 
region. That may be a tuberculous ulcer of the 
tongue or tonsil, it may be of the larynx or, what is 
most common, there develops tuberculosis of the 
lung. Passing down the alimentary tract we may 
find a tuberculous deposit in the intestine or, very, 
very rarely, in the stomach. 

But all of these things mentioned are merely side 
statements leading up to the subject I wish to dis- 
cuss. Any of them may happen, but more commonly 
the germ is either killed outright by nature’s method 
at its primary landing place or it is absorbed into 
the lymphatic system and deposited in the glands 
draining that particular region. 

If the germ enters the lymphatic system from 
the mouth or throat it is commonly. halted by one of 
the cervical glands. If it gets past the throat and 
into one of the many bronchial tubes and enters the 
lymphatics there it usually stops in one of the lymph 
nodes at the root of the lung. If it goes down the 
alimentary tract and succeeds in passing the acid 
secretions of the stomach and enters the intestinal 


lymphatics it brings up in one of the mesenteric 
glands. 

Now what happens with the tubercle bacillus? It 
has entered the lining of the tracts mentioned, caus- 
ing no disturbance there, it has been taken up by 
the lymph channels so numerous thereabouts, and 
they have carried it to the first filter for the par- 
ticular region into which it entered. Immediately 
commences the battle pictured in so many books, 
but better in a well stained section, between the vital 
elements of the lymph glands and the microscopic 
pest which made Koch famous. On the one hand 
are the germs multiplying and developing their 
deadly poisons, while on the other are the tissue cells 
and leucocytes also multiplying and trying to devour 
the foreign elements and to neutralize their poisons. 

Probably in an immense percentage of cases these 
germs enter in a greater or less number and are 
killed outright by the body elements and the in- 
fected one never knows that anything has hap- 
pened, the disturbance created being so mild. But 
suppose he or she has an inherited weakness against 
these conditions, with a history of several tubercu- 
lous individuals in the family, or suppose that the 
bacilli enter in great numbers and are of intense 
virulence and that, added to these conditions, per- 
haps, the throat and tonsils are lined by hypertro- 
phied lymphoid tissue chronically inflamed, aiding 
the catching of all sorts of germs and weakening 
the regional glands by the immense work thrown 
upon them. Then one can imagine how readily the 
tubercle bacillus can gain a foothold in the lymph 
glands and become active there. 

The germs, on gaining entrance to a fit soil, begin 
to multiply and throw out their toxins, cellular 
activity takes place in the gland tissues and the 
characteristic tubercle is formed, comprising the 
giant cells, epithelioid cells and small round cells 
arranged in a more or less characteristic manner. - 
Few or many tubercles form and a reaction is set 
up in the lymphatic elements to try to overcome the 
tuberculous growth, causing the glands to become 
larger. If the disease progresses the inflammatory 
reaction also increases and plastic formation takes 
place, making the glands larger still, tougher and 
harder. All this has taken place within the gland. 
At first, as a rule, only one or two glands are in- 
volved, but as the disease goes on some germs slip 
through the barricade of small round cells and get 
into neighboring glands and set up additional foci 
there. Thus there develop numerous nodular bodies, 
easily palpable from the surface. 

As the tubercles enlarge and coalesce the centers 
become necrotic through lack of nutrition or the 
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virulence of the poison, or both, and soon are of a 
cheesy consistency or a semifluid state. The in- 
flammatory activity later gets to the gland capsules 
and extends to the surrounding tissues, and, if it 
progress far enough before intervention, attach- 
ment takes place to the skin or any adjacent struc- 
ture, and discharge takes place there, leaving the 
secondarily infected, discharging sinuses so com- 
monly seen. There may be one or many of these. 

The disease may be limited to one group of glands, 
or extend gradually to both sides of the neck, or 
downward into the chest. The focus may rupture 
into a vein and cause acute miliary tuberculosis. 
This is one of the commonest causes of the latter. 

This process may run the whole course described 
in a few weeks or it may take years. Commonly it 
runs only a part of the distance and is interrupted 
by some form of treatment (medical or surgical or 
both), or, a common occurrence, by nature or, less 
commonly, by a fatal complication. 

A rare ending of a tuberculous gland is calcifica- 
tion, especially of the cervical glands. 

Symptoms.—The commonest history of these 
cases is that of a slow, progressive, painless, ovoid 
enlargement of one or more of the glands. It may 
be very slow and extend over months of time, but, 
on the other hand, it is not uncommonly rapid. The 
enlargement may persist after an acute inflammation 
from some throat affection, especially that-of acute 
specific fevers. 

The progressiveness of the affection depends on 
the ability of nature or the treatment to stop it. It 
may advance to any degree and remain there or 
resolve. Ordinarily it causes little pain, especially 
early. Usually the glands are somewhat tender on 
palpation. A sudden exacerbation or secondary 
infection with pus germs causes an_ increased 
amount of pain and tenderness. But the most char- 
acteristic feature about pain is its absence or small 
amount. 

The enlargement is usually uniform in the gland, 
causing an ovoid swelling, smooth and movable in 
the surrounding tissues. Of course, later, as the 
disease extends beyond the capsule and into other 
tissues the gland or glands become less movable on 
account of the attachment. A conglomerate mass 
of glands and tissues may give a large, more or 
less fixed, irregular swelling in the region. 

In the later stages the swelling becomes mushy 
to the touch and, as liquefaction of the caseous 
areas occurs, fluctuation can be demonstrated. The 
abscesses are not as tense, ordinarily, as simple 
abscesses. When attachment to the skin takes place 
redness or a dusky hue appears and the skin is very 


much thinned. If pus infection takes place all the 
symptoms of the acute suppurative affection replace 
those of the disease under discussion. 

As to general symptoms, a patient may show abso- 
lutely none, even with softening and discharge. But 
commonly the general health is affected. There is 
some loss of weight, a slight evening rise of tem- 
perature, with slight acceleration of the pulse rate. 
There may be loss of appetite. In fact, there are the 
usual sypmtoms of a tuberculous patient. 

The extent of the disease, however, as I have inti- 
mated, does not necessarily bear any definite rela- 
tion to the extent of severity of the general symp- 
toms. They depend on the amount of absorption, 
the virulence of the material absorbed and the power 
of the system to resist it. 

Diagnosis —As a rule there is little doubt about 
it. The slow, progressive, and comparatively pain- 
less enlargement, with a tendency to soften and dis- 
charge, is quite characteristic. A possible history 
of tuberculosis is additional proof. Three other 
diseases may, sometimes, throw some doubt. They 
are acute infections, Hodgkin’s disease and leuke- 
mia. In the first, the rapid onset and the tendency 
to either resolve or form pus early, usually estab- 
lishes a diagnosis. The acuteness of the symptoms 
should be noted also. In the second, Hodgkin’s dis- 
ease, sooner or later the lymph gland enlargement 
becomes more or less general, there is no tendency 
to caseation and the glands get to be much larger 
than in tuberculosis. Hodgkin’s disease, just be- 
ginning, is very liable to be confounded with tuber- 
culosis, but time will usually put us aright. Leuke- 
mia can never be confounded if a careful blood 
examination is made. 

When tuberculosis has reached the discharging 
stage it is hard to mistake it. The specific germ is 
hard to demonstrate in the pus itself, but scrapings 
from the abscess wall reveal them fairly easily. The 
microscope, however, is very seldom necessary. 

Treatment.—In the treatment of tuberculous 
lymphadenitis we have the two aspects, medical and 
surgical, to consider. Some persist in the use of 
internal remedies with local applications, until nu- 
merous burrowing abscesses form and either rupture 
or are punctured by a knife, leaving from one to 
many indolent, discharging sinuses. Usually these 
abscesses are sterile as far as pus germs are con- 
cerned, until opened, and then we have the other 
infection engrafted on our tuberculous disease, in- 
creasing the severity of the symptoms. 

The writer always tries to be as conservative in 
the treatment of any disease as is best for the 
patient’s welfare, but I am certain this disease is 
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one where we can wait too long very easily, and let 
our conservatism become dangerous procrastination. 
I look upon this affection in almost, if not the same 
way, as | do upon cancer. We have it here in prac- 
tically a local area. It is famously liable to spread 
and cause a much more severe local condition, if 
not a general one. Good surgery can remove the 
larger bulk, if not the whole focus, and give us a 
tremendous lift in fighting it. How much we can 
rid the body of it depends on how many glands are 
involved, and to what extent, and upon the inherent 
power of the patient’s body to fight the infection. 

On taking charge of one of these cases my idea 
of the treatment is this: if the inflammation is still 
inside the capsule as seen by non-adherence to out- 
side tissues, I would give internal medication and 
local applications a thorough trial for several weeks, 
unless the disease progresses very rapidly in spite 
of the treatment. In this event I would advise re- 
moval at once. After several weeks of the above 
treatment I advise removal anyhow if no improve- 
‘ment is shown—except, perhaps, in a few isolated 
cases. If I find, when a case comes to me, that the 
disease has progressed until some adherence has 
taken place and the disease seems to be extending 
to more glands, I advise removal. If the case has 
gone on to abscess formation before coming to my 
hands, I would operate as described later. 

Non-operative treatment consists in the usual 
hygienic measures well known: fresh air all the 
time, plenty of nourishing food, a careful preven- 
tion of other diseases, stimulation of the emunc- 
tories, and the use of those drugs which seem to 
have some action in killing the germs or in assisting 
nature to do so. I have tried syrup of the iodid of 
iron, compound syrup of hypophosphites, elixir of 
iron, quinin and strychnin phosphates, iodid of 
potassium, cod-liver oil, creosote, and others. 

While pursuing these measures there are local 
applications which may give some aid. The two best 
are ichthyol in an ointment with lanolin, and pure 
tincture of iodin. They should be gently massaged 
into the areas each day. I have never had any expe- 
rience with the parenchymatous injection of drugs 
but admit that, in a single isolated gland or two, 
they might work well. 

The massage methods, especially the vibratory 
massage, are distinctly contraindicated because they 
are dangerous. No tuberculous focus should be 
rubbed or pounded, in this region or any other. 

I have already signified a preference for surgical 
methoes in these cases, at any rate in a large bulk 
of them. Of course, there are cases in which it is 
contraindicated. In a large number where it is not, 


we will be met by refusal by the patient or friends. 
Then we can only push our other measures cited 
above. But suppose operation is to be done. We 
shall find, in general, three classes of cases under 
which our case will come. First, the glands will be 
movable in the surrounding tissues, or nearly so. 
Second, the glands will be adherent, more or less, to 
one another or to surrounding structures such as 
muscles, vessels or nerves, but there will be no 
marked abscesses present. .There may be some soft 
spots in some of the masses seen after we dissect 
them. Third, there will be one or numerous semi- 
fluid areas, fluctuating, adherent to the skin perhaps, 
or just ready to rupture. These glands are usually 
pasted to every adjacent tissue. There may even be 
openings where spontaneous rupture has taken place. 

In the first class operation is comparatively easy. 
We can make an incision over each gland or group 
of glands and remove it by enucleation. But the 
better method is to make one large incision and re- 
move all the glands we are able to find in a particular 
region. If the main chain seems to be in the sub- 
maxillary group our incision should extend in the 
direction, and just below the body, of the inferior 
maxilla. If the glands along the sterno-cleido- 
mastoid muscle are aftected, either the deep or super- 
ficial, the incision should extend along the anterior 
border of this structure. Start it well above the en- 
larged glands and extend it downward or upward 
as the dissection proceeds. In order to get at the 
deeper glands in this group the muscle must be well 
dissected out and reflected or, at times, severed in 
its course and the ends turned back. Another com- 
mon seat of diseased glands is in the lower part of 
the posterior triangle just above the clavicle. An 
incision parallel to the clavicle over the diseased 
structures enables us to reach these to the best 
advantage. With these incisions we can get at 
nearly all of the glands likely to be affected. It 
may require only one of them or it may require all. 

Hartley has devised a double curved incision by 
which one can open up the whole lateral neck area, 
but I think the straight or slightly curved incisions 
just described meet nearly all cases. Of course, dis- 
figurement is a matter secondary to the eradication 
of the disease, but the scars should be placed in the 
grooves of the neck as far as possible, to obviate 
unnecessary disfigurement. 

After getting through the deep fascia, blunt dis- 
section should be used as far as possible. As many 
glands should be removed in a bunch as is possible, 
starting at one end of the chain and following it up 
or down as the case may be. Every palpable gland 
should be removed. One never knows how far he 
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may have to go to accomplish this, as there may be 
only a few glands palpable before the skin is in- 
cised but many more afterward. Every diseased 
gland taken out removes just that much of the 
seed of the disease. 

If a clean operation is done, and none other should 
be, drainage is unnecessary. Deep tissues that have 
been cut should be stitched with as few catgut 
sutures as will hold them and obliterate dead spaces. 
The skin should be held. by a few large silkworm- 
gut stitches and the margins approximated by fine 
silk, horsehair or catgut. The object is to have as 
few scars as possible. A collodion seal works ad- 
mirably in most cases. If the wound area is large 
and the operation is prolonged, a few strands of 
catgut in the lower angle is legitimate to drain off 
primary wound secretion. It should be removed in 
twenty-four to thirty-six hours. A copious gauze 
and cotton dressing should be used. 

Once in a while, in the course of the removal of 
a large nodule, it will rupture and cheesy matter 
will be spilled on the wound surface. This should 
be avoided, if possible, but, if it does occur, clean 
the surface at once, paint it with tincture of iodin 
and proceed as before. 

In the second class of cases referred to the oper- 
ative procedure is practically the same but usually 
far more difficult. The adhesions make removal 
harder, we get more destruction of surrounding tis- 
sues and the danger of injury to important struc- 
tures is great. Especially is this true in cases that 
have had a previous operation with recurrence. in 
this class, also, a spilling of caseous matter is more 
apt to happen. Otherwise, the operation is the same. 
Capiliary drainage-is more often necessary in this 
case. 

In the third variety, the kind with abscesses, the 
cavities should be laid wide open, a careful curette- 
ment done, but not too deep. After this peroxid of 
hydrogen should be used, followed by irrigation 
with bichlorid of mercury. Then the cavities should 
be swabbed with pure tincture of iodin and packed 
rather firmly with iodoformized gauze. 

Iodin is unquestionably the best practical anti- 
tuberculous germicide that we have, in the two 
forms mentioned, especially. In spite of its odor 
the iodoformized gauze does the work better than 
any other in these cases. 

After treating the abscesses, it may be advisable 
to remove other less affected glands, but this may 
be reserved for future operation. I am doubtful 


whether it is wise to lay open a clean wound to the 
possible action of germs liberated by the operation 
just mentioned. 


These cavities should be treated daily by removing 
the packs, swabbing dry with as little manipulation 
as possible, occasional use of iodin, and repacking 
with iodoformized gauze. 

In all the cases operated upon, we should push to 
its fullest extent the general treatment advised, that 
is, fresh air, diet, and tonics. We can just as well 
bring all of our forces to bear on the enemy as to try 
and get rid of it with one, that is, surgery. In this 
disease no treatment is a sure cure. I only claim 
that these vigorous measures will cure and relieve 
more cases than will any others. 

Anatomical Landmarks and Dangers.—Any one 
with a mere smattering of anatomy recognizes the 
neck as a perfect network of nerves, vessels and 
muscles. By a careful dissection, blunt as far as pos- 
sible, one can avoid serious damage to most of them. 
The chief ones to remember are: the branches of the 
facial nerve escaping from the parotid gland down- 
ward and forward, forming the “pes anserinus” ; the 
duct of Stenson, found a finger’s breadth below the 
zygoma; the facial artery and vein passing upon 
the face one inch anterior to the angle of the jaw; 
the external jugular vein, extending from the angle 
of the jaw to the center of the clavicle and just 
beneath the platysma; the spinal accessory nerve 
emerging from the posterior border of the sterno- 
cleido-mastoid muscle; lastly, the three large struc- 
tures lying in the same sheath beneath the sterno- 
cleido-mastoid muscle, the carotid artery, internal 
jugular vein and pneumogastric nerve. These 
mentioned have been likened to the old-fashioned 
muzzle loading shotgun with two barrels in front 
and ramrod behind. The vein and artery lie in front 
and the nerve between them and behind. 

It is well to warn a patient or his friends of a 
possible drooped shoulder due to injury of the spinal 
accessory nerve, or a facial palsy due to injury of 
one of the branches of the facial nerve. The best of 
operators have had such results. Another danger 
in this region is air embolism. If a vein is cut, plug 
it at once by a piece of gauze jammed into the 
wound, and tie as soon as possible. 

Prognosis.—Tuberculosis in this region kills 
fewer people than do most of the other varieties. 
Children stand a better chance for recovery, and in 
them we should prolong our medicinal and less 
heroic measures and delay surgery. Of course, we 
cannet promise a cure, but the assurance can be 
given that great relief and a probable ultimate re- 
covery can be accomplished, if the malady has not 
progressed too far and no dangerous complications 
have set in. 
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THE IMPORTANCE TO THE SURGEON OF 
A STUDY OF ANATOMICAL APPEAR- 
ANCES IN THE LIVING. 

In a striking manner, Maurice Richardson (/n- 
terstate Medical Journal, October, 1906) calls at- 
tention to the importance of a correct interpretation 
on the part of the surgeon, of the normal and patho- 
logical appearances that may be met in the course 
of an operation. Of the various qualities that go to 
make up a good surgeon, this faculty of correct 
anatomical diagnosis is the one least appreciated 
in the general estimate; it is perhaps the faculty, 
above all, that is the final test of a well-balanced 
surgeon, and that which the young surgeon, splen- 
didly endowed as he may otherwise be, most fre- 
quently needs. It not only requires the possession 
of the keenest senses of touch and sight, but also a 
thorough knowledge of pathology and, especially, 
long experience in the study of appearances in the 
living subject. Given, for instance, a case in which 
there is suspicion of disease in the pyloric region. 
Is the latter normal or diseased? Is there any 
stenosis of the orifice? Is there any tumor? If the 
latter is present, is it malignant or not, and if malig- 
nant, is it removable? As another example, let us 
assume that there is a small area of induration in 
the head of the pancreas. Is this area normal or 
not? Is it a stone in one of the ducts, or a gland, or 
a beginning carcinoma of the head of the pancreas, 
cr merely an evidence of chronic pancreatitis ? These 
are all questions that have to be decided in a mo- 
ment, because the important question of the par- 


ticular procedure required depends thereon. The 
significance of the term “exploratory laparotomy” 
is not appreciated ordinarily ; it appears to be one of 
the easiest feats in surgery, but its difficulties can 
be realized only by those who witness its failure to 
interpret lesions, the correctness of which are only 
revealed at the autopsy table or by subsequent 
events. In order to train the student in this art, 
Richardson has devised a special course for his stu- 
dents at Harvard. In part, this course consists in 
the making of small incisions -in autopsy cases, 
through which the student attempts to make a cor- 
rect anatomical diagnosis before the full post- 
mortem examination. This is eminently practical 
and should be adopted not only by other colleges, 
but also by those who feel themselves lacking in this 
feature of their chosen specialty. E. M. 


CONCERNING A MODEST PLAGIARIST. 


New York, October 19, 1906. 


Dr. EuGENE H. Porter, 
Editor, North American Journal of Homeopathy, 
New York. 
Dear Doctor, 

I take the liberty of calling your attention to the 
following matter 

In the October issue of your journal I find on 
page 633, under the heading “Original Articles in 
Surgery,” a contribution entitled “Practical Hints 
in Surgery,” by James H. Thompson, M. D., Pitts- 
burg, Pa. This paper, it is stated, was read before 
the Homeopathic Medical Society of the State of 
Pennsylvania. 

I feel pretty safe in saying that there is not an 
original line in this article of seven pages! It con- 
sists of a collection of paragraphs that have appeared 
in other journals, to which the writer gives no 
credit. 

Of these paragraphs, seventeen are verbatim re- 
productions of Surgical Suggestions that have ap- 
peared in the monthly issues of the AMERICAN JOUR- 
NAL OF SurRGERY. While we are flattered by this 
wholesale compliment, we cannot pass over without 
a protest so gross an infringement upon our copy- 
right. Our Surgical Suggestions have been so 
widely reproduced and are so generality familiar, 
that I can scarcely understand how Dr. Thompson 
could fail to see that they would be promptly rec- 
ognized. 

I feel sure that your Journal published Dr. 
Thompson’s “article” in absolute good faith. Per- 
haps some explanation from him will satisfy both 
you and me that it was also contributed in good 
faith. But unless such an explanation be forth- 
coming I shall be obliged to believe that Dr. Thomp- 
son has attempted grossly to impose upon the Ho- 
meopathic Medical Society of Pennsylvania and 
upon the readers of the North American Journal of 
Homeopathy. Very sincerely yours, 

WALTER M. BRICKNER. 
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Surgical Suggestions. 


In children, in cases of peritonitis of unknown 
origin, examine for gonorrheal vulvo-vaginitis. 


Examine the inguinal regions for hernia in all 
cases of very tight prepuce, causing difficulty in 
micturition. 


Enuresis in children is not always a functional 
disorder. It may be caused by a vesical calculus. 


A discharge from the umbilicus may be due to an 
infected dermoid cyst,to an eczema of the umbilicus, 
to a patent urachus (urine), to a cyst of the urach- 
us (milky discharge) ; it may be of pus from an 
abscess within the abdomen or in the abdominal 
wall, or of feces (Meckel’s diverticulum, perforated 
strangulated hernia, fecal abscess from tubercu- 
losis). 


In the presence of a tumor in the midline between 
umbilicus and pubes, the possibility of a cyst of the 
urachus must be borne in mind. It may simulate 
an ovarian cyst or other tumor, or a distended blad- 
der. 


When a skiagraph shows a condition not recog- 
nizable at once as a definite lesion, it is important 
to make an x-ray picture of the corresponding part 
of the body on the other side. It may show that 
the condition is merely a symmetrical peculiarity, 
and not a pathological one. 


For a single tenorrhaphy make the incision quite 
a little to one side of the line of the tendon and per- 
form no more dissection than is necessary. This is 
to avoid adhesions of the tendon to the skin. 


Before anesthetizing a patient to operate upon a 
wound (e. g. of the wrist), in which tendons are 
severed, attach forceps or ligatures to any tendon 
ends that are visible. While struggling during 
primary narcosis the proximal ends of cut tendons 
are sometimes drawn up, and the above device will 
obviate slitting up the sheaths to secure them. 
Squeezing the extremity proximal to the wound 
will likewise prevent these retractions. 


If a tendon has been divided by an incised or 
lacerated wound and the skin has united over it, it 
is better to wait a fortnight or more before per- 
forming tenorrhaphy. Otherwise organisms-intro- 


duced with the traumatism may cause suppuration 
and sloughing of the tendon, not only defeating the 
operation, but making a later attempt at approxima- 
tion difficult or impossible. 


In performing operations on the neck, make the 
skin incision parallel to the muscular plane. 


Never apply an elastic ligature about the arm 
without first interposing a towel. This may obviate 
subsequent paralysis. 


Never open a prostatic abscess per rectum, no 
matter how much it bulges; always operate through 
the perineum. 


In ligating the omentum, it is a good rule never to 
place a ligature around a piece larger than the width 
of a finger. 


Before proceeding with a radical operation for 
carcinoma of the stomach, examine not only the 
liver but also the general abdominal cavity, espe- 
cially the pelvis, and in females the ovaries, for any 
sign of metastasis. 


There is no class of cases in which a prognosis is 
so often at variance with the extent of the injury as 
in cranial injuries. The prognosis in such cases 
should, therefore, always be guarded. 


Do not allow patients to lie on the back immedi- 
ately after an operation involving the vertebrz or 
the sacrum; a disagreeable necrosis of the skin flaps 
may rapidly take place. 


A chronic synovitis of apparently unknown origin 
and very rebellious to treatment is sometimes due to 
a small focus of osteomyelitis just beneath the carti- 
laginous surface. 


In operating for perforating gun-shot wounds of 
the abdomen, find the source of any bleeding first, 
before attempting to suture any perforation. 


An approximate determination of the origin of a 
hematuria may be obtained by noting the following 
points: If pure blood is followed by clear urine, the 
crigin is in the urethra; if the patient first passes 
urine, then blood, the source of bleeding is prob- 
ably in the bladder ; if urine evenly mixed with blood 
ie voided, the kidney is probably responsible for the 
hemorrhage; if long, fine clots resembling worms 
are passed, these usually are from the ureter. 
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Progress in Surgery. 


A Résumé of Recent Literature. 


A New Operative Method for the Cure of Inguinal 
Hernia (Eine neue Operationsmethode der Leisten- 
hernie). Wuottstein, Halle. Zentralblatt fiir Chi- 
rurgie, No. 38, 1906, Beilage. 


The ideal operation must aim to completely obliterate 
the inguinal canal, and to completely close the lateral por- 
tion of the abdominal wall as far as the pubic spine and 
rectus edge. At the same time the cord must not be com- 
pressed at all, nor kinked. The author’s skin incision 
starts at the pubic spine and makes a bow-shaped curve 
upward and outward, running from one to two finger 
breadths above Poupart’s ligament and extending to the 
neighborhood of the internal inguinal ring. The skin flap 
is reflected downward to Poupart’s ligament. The sac is 
isolated in the usual way and the external oblique aponeu- 
rosis split as far as the internal ring. The sac is tied off 
and cut away as in other operations. The cremaster fibers 
are separated from the cord, but allowed to remain in con- 


Fig. 1. a, Internal Oblique. 6, Transversalis. c, Sac. d, Fascia 
Transversalis. e, Epigastric Vessels. f, External Oblique. 
g, Poupart’s Ligament. h, Cord. 


nection with the external oblique and Poupart’s ligament. 
Now, the transversalis fascia is split almost to the internal 
pillar of the external ring, care being taken not to injure 
the epigastric vessels, and the cord is dislocated backward 
so as to lie between the transversalis fascia and the pre- 
peritoneal fat. The four layers of the abdominal wall— 
external oblique, internal oblique, transversalis and 
transversalis fascia—are now united by interrupted suture 
to the posterior surface of Poupart’s ligament until the 
vicinity of the external inguinal ring is reached. The 
sutures should be placed a little nearer the median line in 
Poupart’s ligament than in the abdominal wall in order to 
testore normal tension in flabby subjects. 

A plastic flap is now constructed in the following man- 
ner. The skin is pulled inward by an assistant in order 
to expose the rectus muscle fully. The outer two-thirds 
of the anterior rectus sheath is cut transversely across 
immediately above the level of the symphysis, exposing 
both rectus and pyramidalis fibers. The cut is continued 
upward and again outward (see Fig. 2) until it ends 
opposite the pubic spine, but 4 cm. above this landmark. 
The resulting tongue-shaped flap is readily freed from the 
muscle and reflected outward to the outer edge of the 
rectus muscle. Merely the fibers forming the inner pillar 
of the external ring prevent a complete reflection of the 


flap, and these fibers are now cut across close to Poupart’s 
ligament. After this mobilization, the remainder of the 
hernial opening can readily be closed by suturing the ab- 
dominal muscles to Poupart’s ligament. The purpose of 
the flap, as will be shown, is to be placed behind the rectus 


Fig. 2. 


muscle. The three sutures used to transpose the flap also 
serve to fix and carry the cord into its new bed. The 
sutures are of the mattress type, the lowest horizontally 
placed, the upper two vertical. They all pierce the rectus 


Fig. 3. Letters a, b, c, referred to in description. 


muscle, and enter the fascial flap some distance away from 
its free edge. Care must be taken to place the cord above 
suture a before taking suture b, enough space being left 
not to strangulate the vas and vessels. When the sutures 
are tied the aponeurotic flap is pulled behind the rectus 
muscle and the cord assumes a course running well behind 
the rectus muscle (between muscle and flap), and then 
curves outward and downward to reach the scrotum sur- 
rounded on all sides, except below, by rectus muscle which 
is now also sewn to Poupart’s ligament (Figs. 3 and 4). 
Finally the gap in the rectus sheath is repaired by stitching 
the two edges together. The cord now lies in a new canal 
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behind the rectus, straining or coughing merely pressing 
aponeurotic flap to muscle. Nineteen cases—direct, indirect 


Fig. 4. 


and reducible and irreducible—have been operated upon 
with perfect results, the patients getting up as early as the 
eighth or ninth day. 


Success, the Surgical Desideratum. A. Ernest Gat- 
LANT, New York. Journal of the American Medical 
Association, October 27, 1906. 


Gallant lays especial stress on the following factors, 
which, when properly applied in appropriate cases, he be- 
lieves, will oft-times bring success and cure the patient: 

1. A most careful consideration of antenatal and post- 
natal diseases and the chronicity or acuteness of the pres- 
ent condition before deciding to operate or not to operate. 

2. The liberal use of water by mouth and rectum before, 
during and after operation. The free application of tinc- 
ture of green soap, rubbed into the skin until dry, when 
preparing the field of operation and the hands of the op- 
erator and assistant. 

3. Minimum morphin before anesthesia; care that the 
head is properly elevated; the ether administered by the 
patient herself in the first stage, and a minimum quantity 
of ether employed. 

4. A reasonably short incision, a reasonably quick opera- 
tion, a reasonable number of sutures to close the wound, 
and a reasonable time in bed. 

5. After operation the careful prevention of chilling the 
body; the cautious use of morphin and sedatives; lavage 
to allay undue vomiting, and colonic massage and knead- 
ing for relief of distressing intestinal distension, with con- 
tinuous rectal irrigation for tympany. 

To invigorate the tired patient and to prevent mus- 
cular atrophy and cardiac weakness, general massage, with 
passive and active movements daily while in bed and cal- 
isthenics when first about. 

7. For the prevention of hernia and enteroptosis or sup- 
port of prolapsed organs apply the abdominal “stock,” 
Rose’s plaster bandage, or a special corset, put on while 
the patient is in the dorsal-inclined posture. 


Indications for Surgical Intervention in Diseases of 
the Stomach. Josepn A. Brake, New York. New 
York Medical Journal, October 27, 1 


Concerning hemorrhage, as an indication, Blake says: 
“As a rule, repeated small hemorrhages mean an old in- 
durated ulcer, but violent hemorrhage may occur from an 
old ulcer as well as a recent one. If blood appears in the 
stool, a duodenal location is probable, particularly if none 
is present in the stomach contents, otherwise the charac- 
ter of the hemorrhage throws little light on the situation 
of the ulcer. In general, it may be stated that hemorrhage 


from an early ulcer may respond to medical treatment, 
while there is nothing to be gained except time in so 
treating hemorrhage from an old ulcer; also that operation 
should be done when repeated hemorrhages endanger life, 
no matter what the character of the ulcer. It must also 
be remembered that excision of the ulcer, when it can be 
done, offers an immediate solution of the difficulty. In a 
previous paper I formulated the following rules: ‘A single 
large hemorrhage, without previous symptoms of ulcer, 
should not be operated upon, but when there have been 
antecedent symptoms of ulcer, operation should at once 
be performed. Also cases suffering from recurrent nem- 
orrhages, whether small or large, should be operated 
upon.’ ” 


The Surgical Treatment of Gastric Ulcer (Zur Chirur- 
gischen Behandlung des Magengeschwiirs). S. R. v. 
R. Rypyaier. Berliner Klinische Wochenschrift, Sep- 
tember 10, 1906 


Rydygier urges that in every case where it is possible, 
resection of the ulcer should be preferred to gastro-enteros- 
tomy. The arguments that he advances are the following: 
1. The source of bleeding and the disease itself are entirely 
removed. 2. The normal gastric conditions are maintained. 
3. The duration of convalescence is lessened. 4. The ulti- 
mate results, as emphasized by statistics, are better. In 
this connection the author quotes the statistics of Eiselsberg, 
who reports 33 cases of gastric ulcer treated by gastro- 
enterostomy. Of the 25 cases that recovered, 9 were cured, 
8 were unrelieved, and 6 died after subsequent observation. 
The author does not regard these results as very favorable 
arguments for gastro-enterostomy. 5. The possibility of 
carcinomatous degeneration, which, according to Rydygier, 
occurs in from 5 to 30 per cent. of the cases, is eliminated 
by resection. 6. The operative mortality in his hands (30%) 
is not higher than that of gastro-enterostomy. 

In connection with this paper, the author reported a 
case of ulcer of the stomach that he had operated upon 
by reséction 25 years ago. This was the first case on 
record that had been treated in this manner. 


The Surgical Treatment of Gastric and Duodenal Ulcer 
and Its Results. W. J. Mayo, Rochester, Minn. 
Journal of the American Medical Association, Sep-* 
tember 12, 1906 


Mayo says that the surgery of acute gastric or duodenal 
perforation is now on a sound footing, the results depend- 
ing on early and prompt diagnosis and operation. He and 
his brother have had seven gastric and nine duodenal cases 
with two and three deaths, respectively. Suture of the 
perforation and pelvic drainage with or without irrigation, 
and keeping the patient in the exaggerated Fowler’s posi- 
tion for several days give the best results. Stricture may 
be expected. Therefore if the patient is in good condition 
Mayo would usually perform gastrojejunostomy; if not, 
he would not risk it. In acute recurring hemorrhage he 
advises suture of the bleeding point directly ; gastrdjejunos- 
tomy not proving reliable in these cases. Chronic hemor- 
rhages, on the other hand, can be treated by gastrojejunos- 
tomy, though in several cases he has excised the ulcer 
and closed the defect by a plastic operation not interfering 
with drainage by later contraction. Six hundred cases of 
chronic gastric and duodenal ulcer operated on by the 
Mayo brothers are analyzed, 436 gastric, 135 duodenal, 
and the rest combined gastric and duodenal. The great 
majority were indurated. The various surgical procedures 
are discussed and their methods described. They prefer 
the no-loop method in gastrojejunostomy, and speak highly 
of Finney’s gastroduodenostomy as admirably fitted for 
certain cases in which the other method is less suitable. 
Rodman’s operation is also highly spoken of; it has its 
chief indication in indurated lesions in the vicinity of the 
pylorus. At present it seems that gastrojejunostomy has 
the largest field of usefulness, especially when there is 
permanent interference with gastric mobility by reason of 
obstructive lesions at the pyloric end. .When obstruction 
is due to spasm or other non-mechanical cause, Finney’s 
method is the operation of choice, and in connection with 
it, excision of an ulcer, either gastric or duodenal, in close 
proximity to the pylorus, can often be done with advan- 
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tage. Gastric ulcers not interfering with drainage or 
motility, should, if possible, be directly excised. Calloused 
ulcers of large and thick hard margins, whether hour-glass 
or not, are best treated by some form of gastric resection, 


as some have later undergone carcinomatous degenera-, 


tion. The great majority of all cases call for gastrojejunos- 
tomy, those needing excision or resection are exceptions. 
More than 90 per cent. of patients operated on can be 
shown to have been cured. Failures are due more to tech- 
nical errors resulting in bad mechanics than to operation. 
Mayo advises careful study of nervous gastric symptoms 
which so closely simulate ulcer, as failure of diagnosis 
brings discredit on surgery. 


The Treatment of Fractures of the Patella. J. Ranso- 
HOFF, Cincinnati. Journal of the American Medical 
Association, October 13, 1906. 


Conservative methods are logically to be reserved for 
cases in which the damage is largely limited to the patella. 
Absence of evidence of large diastasis and crepitus should 
favor non-interference. Fractures without marked dis- 
placement of the fragments are probably more common 
than is generally supposed. The integrity of the lateral 
expansions of the quadriceps tendon is important in this 
connection, and the author says that the ability of the 
patient to extend the leg or to lift it with some little 
assistance within a few days of the injury, might, in his 
judgment, be invested with the dignity of a pathognomonic 
sign of an intact capsule. Its presence should militate, he 
says, against operative interference, beyond aspiration of 
joint exudates. If non-operative measures are adopted, 
two factors are essential to a good functional result: First, 
the joint should be aspirated as soon as feasible; second, 
within ten days or two weeks, massage and passive move- 
ments should be begun, and retentive dressings used only 
when the patient is able to go about on crutches. Only in 
this way can atrophy of the thigh, which is the almost 
constant sequel of a broken patella and a menace to the 
other patella, be forestalled. The chance of operation suc- 
ceeding after conservative methods have failed, he con- 
siders very slight. The danger of operation is fully rec- 
ognized, but Ransohoff holds it justifiable and necessary, 
when conditions point to an extensive involvement of the 
capsular expansions beyond the patella, provided always 
that proper skill and good environment are at command. 
Details of his method of operating are given. 

In conclusion, he sums up as follows: 1. Fractures of 
the patella are often partial and subperiosteal and call for 
no operative treatment, even if recognized. 2. A master 
of aseptic surgery may operate in every case of fractured 
patella in which separation of the fragments can easily 
be recognized. 3. When the lateral expansions of the 
quadriceps are involved, the indications for operation are 
plain, unless contraindicated by age, impossibility of secur- 
ing perfect asepsis, or skilled assistance, etc. 4. The proper 
time for operation is the first week. 5. The operation or- 
dinarily indicated is the open operation with suture of the 
lateral tears and fixation of the fragments by one or other 
method. 6. In old-standing cases with very wide diastasis 
of the fragments, excision of the latter, with suitable 
tendon plastic, will probably give better results than bone 
suture. 7. The knee joint will always remain a most dan- 
gerous field for operative interference by any but skilled 
surgeons, and should be a forbidden region to all others. 


Etiology and Pathology of Acute Septic Osteomyelitis. 
W. Dennis, St. Paul. St. Paul Medical Journal, 
October, 1906. 


Acute suppurative osteomyelitis is largely a disease ot 
youth, most of the cases occurring between the eighth and 
seventeenth years. It is rare in infants, and in only 3% of 
cases does it arise after the cessation of growth. The 
femur and the tibia are the bones most frequently affected ; 
next in order come the humerus, the radius, the fibula and 
the ulna. The favorite locations are the lower end of the 
femur and the upper end of the tibia in the so-called 
metaphysis, or portion of the bone adjacent to the 
junction with the epiphysis. The reason for this is 
that the metaphysis is that part of the bone which is most 
active in growth and is endowed with a comparatively rich 


blood supply. The staphylococcus pyogenes aureus is the 
germ most frequently found; less frequently are found 
the streptococcus, the typhoid bacillus, the bacillus coli 
communis and the pneumococcus. Infection occurs either 
from without or through the blood stream. In the latter 
instance, any source of infection, a boil, an ulcer or an 
abscess, may be the starting point. The author describes 
the pathology along familiar lines. 


The Surgical Treatment of Trigeminal Neuralgia. 
A. V. Moscucowitz, New York. Medical Record, 
September 29, 1905. 


The author reviews the evolution of the surgical treat- 
ment of trigeminal neuralgia and has found that every 
opera‘ion that has thus far been devised is attended by 
recurrences. The recurrence in every case has been due 
to regeneration of the nerve. The Hartley-Krause opera- 
tion gives the best post-operative results as far as recur- 
rences are concerned, but is attended by a fearful mor- 
tality. In order to obviate the possibility of regeneration, 
Moschcowitz has devised the plan of merely performing 
peripheral operations, dividing the affected nerve and 
plugging the foramen with a gold or silver button or wire. 

More specifically, the author offers the following con- 
clusions :— 

1. Eliminate any possible etiological factors, such as 
tumors, carious teeth, antral disease, malaria, syphilis, etc. 

2. Determine accurately the nerve branch or branches 
involved. 

3. The operation should be performed as near to the 
periphery as possible. 

_ 4. The operation should be performed early. This is 
important, because the earlier the case, the more chances 
there are that a peripheral operation will be of benefit. 

5. Whatever the character of the operation may be, the 
dominant principle must be the prevention of regeneration 
of the affected nerve. More specifically, the operations 
may be classed under two headings, depending on the 
nerve or nerves affected: 

(a) Peripheral operations. If the supraorbital, infraor- 
bital, mental, molar, or inferior dental branches, either 
singly or collectively, are involved, the operation consists 
in division of the nerve, and plugging up of the foramen 
by a gold or silver button or wire. 

(b) Central operations. If the neuralgia involves the 
upper teeth and palate (superior maxillary division) or 
tongue (inferior maxillary division), existing either singly 
or together with the other nerves described above, the 
operation as outlined by Abbe must always be performed, 
substituting, however, celluloid or a gold button, instead of 
rubber tissue. 

6. Finally, if the above principles of treatment of trigem- 
inal neuralgia are carried out, the operation of extirpa- 
tion of the Gasserian ganglion will become entirely un- 
necessary. 


Concussion of the Brain (So-called) and Its Treat- 
ment. W. T. Tuomas, Liverpool. Medical Press 
and Circular, August 8, 1906. 


Thomas has come to the conclusion that concussion and 
shock are one and the same phenomena, and should there- 
fore be treated similarly. He deprecates in strong terms 
the conventional application of ice-bags to the head, in- 
asmuch as he believes cold merely continues the depression 
and delays recovery. He cites instances to substantiate 
his contention. The essential features of the treatment 
that the author recommends are absolute rest, good nurs- 
ing, attention to nourishment, and sedatives, such as mor- 
phin, bromids and chloral. During convalescence he be- 
lieves iodids have a marked effect.in getting rid of irrita- 
tive symptoms. 


The Surgical Treatment of Aneurism by the Intra- 
saccular Method of Suture (Endoaneurismor- 
rhaphy, Matas). Ricarno Lozano, Zargoza, Spain. 
American Medicine, September, 1906. 


Lozano reports his experiences with this operation in 
four cases. In two, an aneurism of the popliteal and one of 
the subclavian, the cure was radical and complete. In 
another popliteal aneurism, gangrene of the foot resulted, 
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but in this case the popliteal vein was injured in the course 
of the operation and required ligature. An aneurism of 
the abdominal aorta at the bifurcation was operated upon, 
but owing to the thinness and the extreme arteriosclerotic 
condition of the wall, the operation did not succeed and the 
patient died soon after. 

The author commends the operation very highly. He 
believes, however, that before it can be made applicable to 
the treatment of abdominal aortic aneurisms, a_ better 
method of preliminary ligature of the aorta must be de- 
vised than that of the hemostatic forceps. The cause of 
the failure in his last case was the traumatism of the 
aortic wall made by his forceps. He suggests a broad 
crutch covered with soft rubber which can be applied by 
an assistant. 


Actinomycosis and Pregnancy (Actinomycose et Gros- 
sesse). L. Tuévenot, Lyons. Revue de Chirurgie, 
No. 9, 1906. 


The author reports three cases of actinomycosis acquired 
during pregnancy, all of which took on a more serious 
aspect immediately after labor. In no instance was the 
child affected. In one case the placenta was subjected to 
careful examination, but was found normal. According to 
Thévenot pregnancy proves a predisposing factor, and af- 
terward the resistance of the body toward the fungus is 
reduced, so that exacerbations take place. Several other 
cases from the literature are quoted, in some of which, 
however, the pregnancy seemed to have no deleterious ef- 
fect. As to treatment, the author advises the internal use 
of iodids, local application of an iodin salve, and. strict 
limitation of surgical intervention to broken down areas, 
and the aseptic and antiseptjj;, ;jressing of existing fistulous 
tracts. agit 


Notes on the Repeated Iodin Dressing in Puerperal 
Infections. FE. Casanes. Medicrl Press and Circu- 
lar, London, September 26, 4906. 


Since 1904 Cabanes has applied gauze strips soaked in 
4% watery iodin solution to the interior of the uterus in 
septic endometritis after curettage. The results have been 
very satisfactory; the temperature drops rapidly, the odor 
is abolished and the discharge becomes clean. It should 
be applied twice daily. The author has never seen any 
symptoms of poisoning, although some patients have had 
as many as twenty applications. 


What Length of Time Should Be Permitted to Elapse 
After Childbirth Before Undertaking a Plastic Op- 
eration on the Genitals? (Wieviel Zeit muss nach 
der Geburt verstreichen, bis man plastische Opera- 
tionen an den Genttalien ausfiihren darf?) A. Srppet, 
Frankfurt. Zentralblatt fiir Gynakologie, No. 36, 1906. 


Most authors advise waiting at least six weeks after 
childbirth before performing a plastic operation. Veit is 
willing to operate three weeks post-partum. If the woman 
does not nurse, it is usual to wait until after the first 
menstruation has appeared. The author believes it neces- 
sary to individualize in determining indications. In two 
cases, both two months after labor, the mucous membrane 
of the vagina proved so soft, fragile and hyperemic, that 
the perineorrhaphies could not be completed, as every 
stitch tore out and each stitch-hole bled profusely. Finally, 
tamponade was resorted to and the operations completed 
about a week later. Sippel concludes that no definite time 
limit should be adhered to, but that each case should be 
examined before operation to determine whether involu- 
tion is complete. As long as the vaginal mucosa appears 
soft and hyperemic, operation should be deferred and 
astringent douches prescribed in the interval of waiting. 
Tumors of the Trachea. C. F. TuHetsen. Albany Med- 
ical Annals, October, 1906. 


The variety of tumors of the trachea can be appreciated 
when the author could finu but 135 cases in the literature 
of the past seventy-five years. Compared to tumors of the 


larynx, those of the trachea occur in only one per cent. 
of all new growths of the upper air passages. 


Of the 135 


Of the benign 


cases, 89 were benign and 46 malignant. 
cases, 10 were intratracheal thyroids, 25 papillomata, 24 
hbrous polypi, 17 ecchondromata and chondro-osteomata, 
7 adenomata, 3 lipomata, 2 lymphomata, and 1 “amyloid” 


tumor. The intratracheal strumata are interesting inas- 
much as it has been found that they originate from 
thyroids that have penetrated through the cartilage. In 
most cases an external thyroid tumor is also present. 
The majority of the papillomata occur in children, and 
arise usually from the anterior wall. The fibrous polypi 
are either pedunculated or sessile, and occur in middle 
life. In eight cases sudden death resulted from suffoca- 
tion. Of the malignant tumors 18 were sarcomata, and 28 
carcinomata. The favorite seats of primary cancer are the 
upper and the lower parts, and in the majority of cases 
they originate in the posterior wall. 

The early symptoms of tracheal tumor are those arising 
from tracheal stenosis. In the later stages various inflam- 
matory and suppurative affections of the lungs may arise. 
‘The diagnosis is to be made by means of the laryngoscope 
and exploratory tracheotomy. As regards treatment, only 
benign tumors should be removed intratracheally; malig- 
nant tumors have been removed through external incision. 
In only one case was it possible to resect a part of the 
trachea and anastomose the divided ends. Of course, low 
tracheotomy as a palliative measure must be done when 
necessary. 


Tuberculosis of the Middle Ear and Mastoid. E. A. 
Crockett, Boston. Journal of the American Medical 
Association, October 20, 1906. 


Crockett thinks that the routine examination for the 
tubercle bacillus would reveal a large number of infections 
which have clinically shown no diagnostic symptoms. They 
constitute, he says, the majority of the severe mastoid 
cases seen in infants. In the extreme cases the diagnosis 
can be certainly made, without recourse to cultures, by un- 
mistakable clinical signs, and first and most important of 
these, he reckons the appearance of a small glandular 
swelling in front of the tragus, either before or coincident 
witha r iddle-ear discharge. Later there is parotid and sub- 
zygomatic induration with or without local abscess forma- 
tion, and in extreme cases, after weeks or months, the 
formation of post-aural abscesses and induration of the 
glands of the neck. In the severe type the process is apt 
to begin in the middle ear or temporal bone and to be at- 
tended by a facial paralysis on the affected side, and later 
by the formation of large sequestra of the mastoid or 
petrous or both. These cases are easily diagnosed and 
their prognosis is absolutely bad if untreated. A more 
common form is an infection of the middle ear without 
involveinent of other tissues or of the mastoid, evidently 
proceeding by way of the Eustachian tube, and usually a 
complication of pulmonary tuberculosis. In Crockett’s ex- 
perience, it has been impossible to check one of these 
cases short of complete destruction of the membrane and 
partial destruction of the malleus and incus. Typical cases 
of this and of the severer type are reported. In the latter, 
prompt operative treatment checks the local process, and 
the prognosis is good; otherwise, as already stated, it is 
bad. Crockett says, indeed, that the tuberculous process in 
the neighborhood of the ear is fully as favorable in infants 
as, if not more so than, that of the ordinary septic proc- 
esses commonly causing mastoid diseases in children. Of 
course, general hygienic and open-air treatment is also 
indicated, and much good can be obtained in the middle- 
ear processes by the use of iodoform powder and gauze 1n 
all the open wounds. These are the only cases in which. 
in his experience, marked improvement follows the use of 
iodoformized instead of plain gauze. 


Pharyngeal Abscesses. Grorce E. Wavucu, London. 
Lancet, September 29, 1906. 


Pharyngeal abscesses are of two kinds: the tuberculous 
and the non-tuberculous. The tuberculous abscess alwavs 
arises from caries of the cervical vertebra, and is the onlv 
variety that presents in the median line of the pharynx. 
All cases of cervical tuberculous spondylitis must therefore 
be examined regularly for this manifestation. Inspection 
alone is of no avail; the palpating finger must be intro- 
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duced. Such abscesses must be opened externally; some- 
times a sequestrum may be removed through the incision, 
but this is unfortunately very rare. 

Non-tuberculous pharyngeal abscesses are of two varie- 
ties, the intrapharyngeal and the extrapharyngeal. The 
former usually arises from an inflammatory process in 
the tonsil, and is always situated in the lateral wall 
of the tonsil; it may spread toward the median line 
or to the opposite side, but never points externally. 
Symptomatically three stages may be noted: 1. There is a 
small swelling posterior to the tonsil which gives few or 
no symptoms and is discovered in the course of a routine 
examination. 2. The child begins to have a peculiar muf- 
fled cry, there is pain in swallowing, and salivation. In 
this stage the swelling is larger and can be easily seen. 
3. The stage of obstructive dyspnea. The extrapharyngeal 
abscesses arise from suppurating glands in the upper neck. 
These abscesses grow inwardly, and in the early stages 
may give the typical signs and symptoms of an intra- 
pharyngeal abscess. Treatment is of two kinds, prophylac- 
tic and operative. The former is employed only in the 
early stage when there is simply a small indurated mass 
behind the tonsil. This treatment consists in frequent 
syringing with an alkaline solution, topical applications 
and the internal administration of salicylate of sodium and 
chlorate of potash. The much discussed question as to 
whether pharyngeal abscesses shall be opened through 
an external or an internal incision is settled very simply 
by the author. If the abscess is an intrapharyngeal one, 
the incision should be from the pharynx; if extrapharyn- 
geal, through the neck. The intrapharyngeal incision 
should be sufficiently large, and is to be made from below 
upward. The head should be low, and the operator should 
stand behind the head. 


Report of a Penetrating Gun-shot Wound of the Ab 
domen, with Nineteen Perforations; Operation with 
Recovery. Joun H. Ipen, U. S. Navy. Journal of 
the Association of Military Surgeons of United States, 
October, 1906. 


The patient was accidentally shot by a 32-cdliSer re- 
volver, the entrance being over McBurney’s point.” Opera- 
tion five hours later. The openings were closed by purse- 
string sutures with the exception of one part where five 
perforations were found in four inches of gut; this area 
was resected. Duration of operation, three hours. Un- 
interrupted recovery. : 


Vital Points in the Technic of Suprapubic Enucleation 
of the Prostate for Benign Enlargement of That 
Gland. E. Hurry Fenwick, London. Journai of the 
American Medical Association, October 13, 1906. 


Our present technic in suprapubic prostatic enucleation 
tends (1) to the destruction of the vesical orificial ring; 
(2) to the wholesale destruction of the prostatic urethra 
with its afferent seminal ducts; (3) to the rough handling 
of the membranous urethra. No matter how the opera- 
tion is carried out, the original vesical orifice should be 
left intact and covered with its own mucous membrane. 
A neglect of this rule in a certain proportion of cases will 
leave the patient with a warped or narrowed vesical orifice 
and its attendant evils. Unless there is enough intravesical 
projection to afford spare mucous membrane to replace 
that destroyed, such will be the case. To avoid this the 
author has successfully grafted in portions of a sheep’s 
urethra, and reports a case in which this was done. He 
suggests that if a medium or large projecting lateral lobe 
is present, that it be separately enucleated by an antero- 
posterior incision, and that the rest of the prostate be 
removed by an operation described by him in 1904, in 
which he starts the separation from the prostatic urethra. 
The forefinger is inserted into the prostatic urethra up 
to the first joint, the point of the finger is then bent and 
plunged sideways through the mucous membrane, which 
in the soft elastic prostate gives readily before the pressure. 
At once the finger finds itself between the tough capsule 
of the prostate and the contained adenomatous masses; 
traveling on without much opposition, the entire lobe is 
enucleated and generally stripped off the urethra. Great 
care is taken to keep the floor of the urethra intact and 


attached to its bed. Usually the adhesions of the lateral 
walls of the urethra and the lateral lobe are very dense; 
that part of the canal comes away with the lobe, but the 
floor is preserved. The lobe is now gently detached from 
the triangular ligament, so as not to tear or bruise the 
membranous urethra, and being free, it is pushed or pulled 
into the bladder; the opposite lobe is treated in a similar 
way. The finger finally smooths down the mucous mem- 
brane in the prostatic urethra, leaving the vesical opening 
clear and free from projecting tags. The vesical opening 
heals by being lined with part of the original prostatic 
urethra. Fenwick emphasizes the importance of not de- 
stroying the ejaculatory ducts, and also of not injuring 
the membranous urethra in separating the anterior face of 
the prostate from the face of the triangular ligament. 
As this is the future true sphincter of the bladder after 
prostatic enucleation, it should be very gently and cau- 
tiously handled. 


The Operative Treatment of Acute Gonorrheal Epi- 
didymitis. F. R. Hacner, Washington. Medical Rec- 
ord, October 13, 1906. 


Hagner is a warm advocate of this treatment. Thus 
far he has tried it only on severe cases, but he believes 
that in the future he will resort to the operation more fre- 
quently. The advantages are, cessation of pain and the 
shortened convalescence, the patients being up and about 
on the seventh day. ‘he operation is performed as fol- 
lows: under general narcosis an incision 6 to Io cm. in 
length is made through the scrotum. After opening the 
tunica vaginalis the testicle is delivered from the wound. 
With a fine tenotome numerous punctures are made into 
the epididymis so as ti pene _—e into the connective tissue. 
If pus escapes from any o1 ..e punctures the opening is 
enlarged and a small probe is inserted in the direction 
from which the pus flows; the flow of the pus is aided by 
gentle massage. The field is irrigated with sublimate 
solution; the testis is rep aced, a cigarette drain is inserted 
to the epididymis, and the wound in the scrotum is nar- 
rowed by a few sutures. Six cases are reported in detail; 
of these, three showed pus. 


Axioms in the. Treatment of Cancer of the Rectum. 
> B. Kersey, New York. Medical Record, October 
, 1906. 


All rectal cancers are operable in which the tumor is 
movable, and is still confined to the rectum even if it 
be slightly adherent to the prostate or vagina. All other 
varieties are inoperable. The situation of the cancer 
makes no difference. The age and general health must 
also be taken into consideration. Before deciding it is 
also necessary to examine the body carefully, especially the 
liver and abdomen, for metastases. Kelsey believes that 
the operation recently devised and practiced by Goodsall 
will ensure better results as far as recurrences are con- 
cerned than any other. In this operation, a preliminary 
permanent colostomy is made; two weeks later the entire 
rectum and anus are removed by the sacral route. The 
disadvantages of the colostomy are offset by the thorough- 
ness of removal, the better healing of the wound, the less- 
ened risk of pelvic suppuration, and if recurrence does 
take place, the absence of soiling. Besides, even where 
an artificial anus is made in or about the normal situation 
there will always be more or less incontinence. The ideal 
operation of excision of the tumor and end-to-end suture 
has only a very limited applicability, and is only to be 
done in very small cancers. Kelsey describes the techni- 
cal steps of the operation very fully. As a palliative 
measure in inoperable cases, the author commends the 
great value of colostomy. 


Suture of Perforating Wound of the Heart; Death 
on the Eleventh Day. F. T. Travers, Kent. Lan- 
cet, September 15, 1906. 


A boy 19 years old fell on some spikes which fractured 
the sternum and three ribs and penetrated the pericardium. 
Three hours later he was brought to the hospital in a 
condition of intense shock, The wound was enlarged up- 
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ward. The pericardium was filled with blood, and a por- 
tion of the third rib was found driven into the left 
ventricle. On releasing tne rib a tremendous gush of 
blood ensued, which was stopped by the introduction of 
three fingers into the wound. The operator found that 
his fingers entered the left ventricle. The wound was 
sutured with a double row of sutures whereupon the bleed- 
ing entirely ceased. Suture of the pericardium, drainage. 
The pulse for the first week averaged between 128 and 
144. There was some slight suppuration in the wound, 
but otherwise the patient appeared to be doing well. Dur- 
ing the last two days he had several attacks of faintness, 
and he died on the eleventh day. At the autopsy, the 
wound in the heart appeared to be nicely healed. It was 
H-shaped and its long axis was 2% inches in length, the 
upper end extending directly to the auriculo-ventricular 
septum. The pericardium contained freshly organized clot 
but no pus. The author ascribes the death to failure of 
the heart’s action due to pressure of the clot slowly form- 
ing on its anterior surface. 


Local Anesthesia in the Operative Treatment of Ano- 
rectal Diseases. S. G. Gant, New York. New York 
Medical Journal, October 13, 1906. 


Gant, basing his results on experiences in 1,200 cases, 
makes a plea for the use of local anesthesia in many cases 
where general anesthesia is now commonly employed. By 
this means, he thinks that a large number of cases can 
be brought within the field of office practice. He has dis- 
carded such local anesthetics as tne ether spray, ethvl 
chlorid, liquid air, cataphoresis, etc., except in very minor 
operations involving the skin. He uses at present merely 
cocain, eucain, stovain, and distilled water. He prefers the 
latter because he believes the post-operative pain is less. 
He has not found it necessary to use greater strengths of 
eucain or cocain than one-eighth to one-twentieth of one 
per cent., and of stovain one-half to one per cent. The 
fluid should be injected slowly and through as few open- 
ings as possible. Before operating the parts must be thor- 
oughly blanched. In order to anesthetize the sphincter for 
purposes of divulsion a long needle is required and the 
solution should be deposited in the skin, and then the 
subcutaneous tissues at a point in the median line half an 
inch from the posterior anal commissure, after which it 
should be injected into the muscle posteriorly, then along 
the sphincter. In operations for internal hemorrhoids the 
needle is at once plunged into the center of the tumors. 
Hemorrhoids that are not easy to get at can be made to 
protrude by giving a soapsuds and glycerin enema just 
before the operation, or by inserting a bivalve speculum 
and gradually withdrawing it. Gant has found that the 
addition of adrenalin to the solution predisposes to subse- 
quent hemorrhage. - After the operation, he inserts several 
layers of gauze through a proctoscope in order to prevent 
hemorrhage, or applies a firm, thick wedge-shaped com- 
press over the anus, supported by a T-binder. 


_Injury to Internal urgans Through the Roentgen Ray 
and Protection Against Injury (Ueber Schadigung- 
en innerer Organe durch Rontgenbestrahlune und 
Schutzmassnahmen dagegen). Krause, Breslau. 
Medizinische Wochenschrift, No. 36, 
I 


The author reviews the literature showing how our 
knowledge of the possible harm done by the x-ray has 
increased largely through experimental researches. Every- 
one is familiar with x-ray burns and x-ray sterility. Less 
known are the influence of the rays on the bone marrow 
(destruction of white blood cells), on the eye (conjunctivi- 
tis, keratitis, subsequent optic atrophy), etc. 

In order to prevent harm, the operator can use an im- 
permeable closet with lead glass window. The tube should 
be surrounded by a lead-lined box. Gloves made of rub- 
ber, impregnated with lead, can now be obtained, likewise 
gowns made of similar material. The eyes should be pro- 
tected with glasses made of lead glass. The fluorescent 
screen may also be protected with a plate of lead glass. 
Patients should not be unnecessarily exposed to the rays. 
Their bodies should be covered with the impermeable 


gown, the locality neighboring to exposed portions pro- 
tected by thin lead foil. By taking these precautions dam- 
age suits will grow less frequent. 


Irrigations with Peroxid of Hydrogen Under the In- 
fluence of Colloidal Silver or Permanganate of 
Potash (Ueber Spiilungen mit Wasserstoffsuperoxyd 
unter Einwirkung von Argentum colloidale oder von 
Permanganat). H. Firu, Leipzig. Zentralblatt fiir 
Gyndkologie, No. 35, 1906. 


The author at first used the properties of colloidal silver 
as a katalysator, i. e., its influence in breaking down per- 
oxid into water and oxygen. On account of the element 
of expense he has since substituted potassium permangan- 
ate, which in combination with hydrogen peroxid and 
a weak acid also uberates oxygen. Two solutions are 
prepared, one containing 35 ccm. of 3% peroxid in one 
liter of water, the second containing 2 gm. of permangan- 
ate of potassium and 10 ccm. of dilute acetic acid in one 
liter of water. The two solutions are used by connecting 
tne respective tubes of the irrigating bottles or bags with 
a modified double irrigator, so arranged that the fluids do 
not unite until they reach the desired spot. The energetic 
action of the generated oxygen rapidly deodorizes slough- 
ing uterine carcinomata, fetid endometritis, severe bladder 
catarrh, etc., and helps to combat breterial infections. 


Book Reviews. 


The Doctor’s Recreation Series. The Doctor’s Who’s 
Who. Edited by CHartes Wetts Moutton. Oc- 
tavo, 269 pages. Akron, Ohio: THe SAALFieLp Pus- 
LISHING Co., 1906. 


This volume is the twelfth and last of a unique series. 
It gives, in alphabetical order, very brief sketches of living 
physicians in this country who have attained more or less 
prominence, and of some of those in other countries who 
have acquired extraordinary repute. It is, therefore, very 
interesting for reference—as far as it goes. 

We are obliged, however, to repeat the criticism that we 
made of the Bibliographical Cyclopedia of Medical His- 
tory published in the preceding volume of this series. 

Altogether too many are unmentioned in the book, of the 
American physicians who are illustrious, prominent or well- 
known, to admit of any excuse for the omission of their 
names. Take it all in all, albeit compiled, no doubt, in good 
faith, “The Doctor’s Who’s Who” is not representative. 


Rhythmotherapy. 4 Discussion of the Physiologic Basis 
and Therapeutic Potency of Mechano-Vital Vibration; 
to which is added a Dictionary of Diseases, with Sug- 
gestions as to the Technic of Vibratory Therapeutics. 
By Samuet S. Watiian, A.M., M.D. Duodecimo; 
210 pages; illustrated. Chicago: OUELLETTE Press, 
1906. Price, $1.50 net. 


This is a highly original work, from.the title to the very 
last word. According to the author, the whole theory of 
the universe is founded on the law of vibration ; disease 
itself is a lack of vibration; the conclusion is obvious. As 
examples of the style of the book, we quote the following 
paragraphs: “Given a modicum of dust, itself a resultant 
of vibratory motion, add an electric thrill ; result, a cell.” 
“A certain rate (of thrill) begets a vermis, another and 
higher rate produces a viper, a vertebrate—a vestryman. 
This obviates the necessity for a mythical missing link.” 
The best part of the book, however, deals with a de- 
scription of vibratory apparatus and the technic of vibra- 
tion treatment in general. The general index of diseases 
in which vibration is of value includes everything from 
anemia to writer’s cramp. The main fault of the work is 
that from which many books on specialized topics suffer, 
namely, a lack of perspective. 


